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Original Articles 


Homografts of Aorta Preserved in Alcohol 


PROF. DR. R. PAOLUCCI, F.1.C.S. (Hon.), ann E. TOSATTI, M.D. 
ROME 


Tt problem of vasal grafts has been Gross and Peirce are to be credited for: (1) 


brought to the fore again by the most first obtaining consistently favorable results 


tp: recent work of Gross and Peirce and their — with homografts of large arteries (aorta) in 
| collaborators. The problem is certainly not animals; (2) demonstrating the fundamental 
a new; it was first approached in the latter half importance of the reaction of the medium for 


of the nineteenth century by Bert (1866), preservation of the grafts; (3) first succeed- 
Gluck (1881) and Jaboulay (1896); was ing with homografts of the large arteries in 
thoroughly explored at the beginning of the man, and (4) laying the foundation for the 
twentieth century by Alexis Carrel and his — organization of “banks” of arteries. 


collaborators ; reappeared repeatedly and was Among the various methods employed by 
repeatedly abandoned during the period be- Gross and his collaborators, no doubt the 
tween the two world wars. best (see Peirce) is that which consists of 


The various methods of conservation of — preservation of the segments in formalin 
the grafts (at low temperature, in formalin = and their washing in a special physiologic 
solutions, in autologous and homologous and antiseptic solution (although this too is 
serum with the addition of antisepties, “in but a modification of the technie of Carrel 
a state of latent life,” ete.), which have now and Guthrie). Having been exhaustively 
been reexamined with some variation by Gross studied by now, this method may be said to 
and his colleagues, had already been exten- have met its purpose, even though it cannot 
sively investigated in the past by Carrel as _ be considered devoid of inconvenience. Indeed, 
well as by Guthrie and his collaborators. To in spite of most thorough washings, a certain 
the latter we owe the first observation, whereby, amount of formalin always remains in the 
for practical purposes, only autografts and pieces that have been impregnated, and _ its 
homografts can be utilized with any hope presence in the grafted tissues may not be 
of suecess. altogether harmless. The physiologic solutions 

used, besides being very complex, require the 
addition of antisepties the action which, both 

From the Surgical Clinic of. the University, Rome, in the graft and in its host, cannot be consid- 


for" 1950. ered negligible. The indispensable, repeated 
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control of the pH in formalin and physiologic 
solutions is not always easy ; it involves a cer- 
tain loss of time and can be carried out only 
by experts who can afford the necessary equip- 
ment and trained personnel. 

In view of the foregoing considerations, we 
endeavored to find another medium of pres- 
ervation for the grafts of the aorta in animals 
and to plan for possible organization in the 
future, also in this country, of an artery bank. 

Reluctant to assign to formalin and low 
temperatures the exclusive prerogative for 
preservation of so-called “latent life,” and 
thinking it desirable to remain, for obvious 
reasons, in the field of “fixators,” we decided 
that, having discarded formalin, it might be 
well to adopt its most important competitor in 
histologic practice ; namely, alcohol. 

Unexpectedly favorable results were ob- 
tained in preliminary tests in which the seg- 
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ments to be transplanted were preserved in 
pure alcohol kept purposely at room tempera- 
ture. These results warranted a more thor- 
oughgoing study of the literature on the sub- 
ject. The search revealed that alcohol, though 
used only exceptionally and with a technic 
altogether different from ours, had already 
been tried for the specific purpose of preserv- 
ing pieces of arteries and veins to be used in 
grafts and that in some cases (though rarely ) 
it had given satisfactory results. As a matter 
of fact, in 1918 Nageotte and his collaborators 
successfully carried out in a dog a homograft 
of carotid kept for a certain period in a mix- 
ture of aleohol and ice. Blakemore and_ his 
collaborators in 1943 took up the old technic 
of Nageotte for the preservation of segments 
of vein to be transplanted. 

However, the studies initiated by us dif- 
fered from those just mentioned because we 


Fig. 1.—Results in 2 of the dogs used in these experiments (see text). 
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used grafts of the large arteries (aorta) and 
kept the pieces at the same temperature of the 
room and only in pure alcohol. 

Encouraged by the results of the aforemen- 
tioned preliminary tests, we operated on 5 
adult dogs averaging 20 Ke. in weight. Bar- 
biturate anesthesia was used (evertent suture, 
nontraumatic needles, Deknatel No. 000000 
silk) in the abdominal aorta (between the 
renal and the lower mesenteric artery) via 
lumbalis, after a preliminary two-hour wash- 
ing of the grafts in simple physiologic solution 
of sodium chloride. The segments of aorta, 
2 to 5 em. long (extracted without steriliza- 
tion from other animals) had been kept in 
pure alcohol at room temperature for five to 
fifteen days. 

Results.—Fifteen days after the operation 
the animals appeared in good condition ; they 
took nourishment and walked in an apparently 
normal manner. The femoral pulse was bilat- 
erally well sustained in all instances. One of 
the dogs died suddenly on the twenty-first day 
of thrombosis. Dehiscence of the suture was 
noted (graft was kept in alcohol for fifteen 
days). 

Roentgen Examination (4 dogs): Aorto- 
graphie study was undertaken at intervals of 
one, two, three, four, five, six, seven, eight 
and nine months after the operation (Joduron 
40 per cent, 10 ec. in the right femoral artery. 
There was no stenosis, no ectasia; full per- 
viousness in all cases was observed. In 2 dogs 
it was even difficult to recognize the point 
where the grafting had been made (Fig. 1, 
left and right). 

Macroscopic Examination (2 dogs killed 
respectively seven and eight months after the 
operation. Coalescence of the graft with the 
tracts above and below the abdominal aorta 
was complete. The grafted tract was covered 
by a connective enclosure, which made it ad- 
here at one point to the surrounding tissues. 
The respective lines of the suture and the silk 
thread were nevertheless clearly visible. There 
was ample previousness; there was no sign of 
stenosis, thrombosis or protrusion (Fig. 2). 

Microscopie Examination (2 dogs): The 
most notable points as to adherence of the 
homotransplant of aorta preserved in alcohol 
are as follows: 

1. While the graft is becoming enclosed in 
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Fig. 2.—Gross specimens from 2 dogs killed respectively 
seven and eight months after the operation. 


a thick covering originated by the connectival 
reaction of the external tunies of the guest 
segment (Fig. 3 a), and that of the neigh- 
boring tissues, there begins, develops and 
comes to completion the coalescence of arterial 
surfaces (Fig. 3, @ and ¢) which are kept in 
contact by the suture, aided in particular by 
cellular elements coming from the perivasal 
tissues, from the external tunies of the guest 
segment, and from the slight initial parietal 
thrombosis often manifest near the lines of the 
suture. 

2. The lymphatic spaces of the graft en- 
large (Fig. 3 b) and are invaded by cellular 
and capillary elements coming from the ex- 
ternal tunies of the guest segment (Fig. 3 
from the perivasal connective tissue, from cel- 
lular masses which had gathered around the 
suture line, from the cellular enclosure which 
envelops the silk thread throughout its length 
and from the cellular elements to be found in 
the thin parietal thrombotic layer that  in- 
itially covers the internal surface of the graft- 
age. 

3. The thin veil of fibrin (in whose net few 
cellular elements are caught), deposited at 
first on the internal surface of the graft, is 
covered by a little layer of endothelial cellules 
(Fig. 3 b) coming from the guest segment, 
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Fig. 3.—Microscopie results (see description in text). 


which succeeds in going over the line of suture 
and tends to reach (if the graft is not too 
long) those coming from the other piece of 
aorta. 

Conclusions —This method of preservation 
in pure alcohol at room temperature (tested 
so far by only a small number of animal ex- 
periments) for preserving pieces of abdominal 
aorta 2 to 5 em. in length to serve as grafts 
is, in our opinion, simpler than the one re- 
cently adopted by Gross and Peirce and their 
colleagues, at least under the specifie test con- 
ditions (grafts preserved no longer than fif- 
teen days). It has enabled us to obtain satis- 
factory results, 
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SUMMARY 


The authors report satisfactory results from 
experimental homografts (dog) of tracts of 
aorta simply preserved in pure alcohol at 
room temperature for one to two weeks. 


ZUSAM MENFASSUNG 


Die Verfasser berichten ueber zufrieden- 
stellende Ergebnisse in experimentellen Eigen- 
verpflanzungen (am Hunde) von Teilen der 
Aorta, die einfach in reinem Alkohol bei Zim- 
mertemperatur fuer ein oder zwei Wochen 
aufgehoben worden waren. 
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RIASSUNTO RESU MEN 


: L’A. riporta risultati favorevoli ottenuti nel Los autores comunican los resultados satis- 

' cane con omotrapianti di aorta, conservati factorios obtenidos con los homoinjertos 

2 a sl 

semplicemente in alcool, a temperatura am- — (perros) de tracto de aorta simplemente pre- 
biente, per 1 - 2 settimane. servada en alcohol, pero a la temperatura 


ambiente durante una o dos semanas. 


RESUME REFERENCES 


Carrel, A., and others: J.A.M.A. 3:73, 1919. 
Gross, R., and others: Surg., Gynec. & Obst. 6:88, 


Les auteurs rapportent les résultats satis- 


faisants obtenus par les homogreffons expéri- 1949; Am. J. Surg. 3:78, 1949. 

mentaux de parties de l’aorte conservée dans Nageotte, L.: Libro en honor de Ramon y Cajal 2:1, 
g99 

Valcool pur, a la température de chambre, pour — 


: Paolucci, R., and Tosatti, E.: Mount Sinai Hospital 
une ou deux semaines. Journal (to be published). 


Great Moments in Science: The Phagocyte Theory 


One day when the whole family had gone to the circus to see some extraordinary 
performing apes, I remained alone with my microscope, observing the life in the 
mobile cells of a transparent starfish larva, when a new thought suddenly flashed across 
my brain. It struck me that similar cells might serve in the defense of the organism 
against intruders. Feeling that there was something in this of surpassing interest, 
I felt so excited that I began striding up and down the room and even went to the 
seashore to collect my thoughts. 


I said to myself that, if my supposition was true. a splinter introduced into the 
body of a starfish larva, devoid of blood vessels or of a nervous system, should soon 
be surrounded by mobile cells as is to be observed in a man who runs a splinter into 
his finger. This was no sooner said than done. There was a small garden to our 
dwelling, in which we had a few days previously organized a Christmas tree for the 
children on a little tangerine tree; I fetched from it a few rose thorns and introduced 
them at once under the skin of some beautiful starfish larvae as transparent as water. 


I was too excited to sleep that night in the expectation of the result of my experi- 
ment, and very early the next morning I found that it had fully succeeded. That 
experiment formed the basis of the phagocyte theory, to the development of which I 
devoted the next twenty-five years of my life—E. Metchnikoff 
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Congenital Obstructive Lesions of the Urinary Tract 


EDGAR BURNS, M.D. 
NEW ORLEANS 


EVELOPMENTAL processes that take 
place during the first few weeks of em- 
bryonic life provide ample opportunity 

for the formation of congenital anomalies of 
the urinary tract. In addition to anomalies in 
form, position, blood supply and_ structure, 
various parts of the urinary tract may be du- 
plicated. Congenital obstructive lesions occur 
at the ureteropelvic and ureterovesical junc- 
tions, at the neck of the bladder, and oecasion- 
ally in the body of the ureter and below the 
external vesical sphincter. The fundamental 
anatomic change produced by these obstructive 
anomalies is dilatation above the point of 
obstruction. Incident to obstruction are reten- 
tion of urine, infection and varying degrees 
of reduced renal function. The formation of 
stones in this group of cases is not an uncom- 
mon complication. Congenital obstructions at 
the ureteropelvic junction are of three general 
types: first, high insertion of the ureter above 
the most dependent portion of the pelvis; sec- 
ond, a narrow ureteropelvic junction; and 
third, aberrant blood vessels running across to 
the lower pole of the kidney and compressing 
the ureteropelvic junction. Congenital bands 
may also involve this area. A combination of 
these anomalies may occur in a single case. 
Obstruction at the ureteropelvic junction of 
clinical importance is occasionally encountered 
in children. In the majority of cases, however, 
abnormal changes in the kidney are not serious 
enough to produce symptoms before young 
adult life. 

Pain in the renal area, chills and fever, and 
persistent urinary infection are the usual 
symptoms that lead to investigation. Examina- 
tion should establish whether the obstruction 
is unilateral or bilateral, the degree of renal 
damage and other complicating factors. If it 
is unilateral and if the affected kidney retains 


From the Department of Urology, Ochsner Clinic, and 
the Department of Surgery, Tulane University School of 
Medicine, New Orleans. 

Read before the Southern Sectional Meeting of the In- 
ternational College of Surgeons, Miami, Jan. 21, 49. 

Submitted for publication May 9, 1949. 


25 per cent or more of function, plastic reeon- 
struction of the ureteropelvic junction should 
be done; if an adequate opening is obtained, a 
kidney of functional value will be preserved. 
If the affected kidney has less than 25 per 
cent of function, the other kidney has usually 
undergone some degree of compensatory hy- 
pertrophy and nephrectomy may be required. 
The final decision, however, cannot always be 
made until the kidney is exposed. It should be 
emphasized that if there is any doubt as to 
the proper procedure the decision should be 
made on the conservative side. Nephrectomy 
at a later date is obviously preferable to pri- 
mary removal of a kidney that may regain 
some degree of function. 

The methods by which anomalies at the 
ureteropelvic junction can be reconstructed 
are numerous and have been fully deseribed 
in the literature. No single procedure can be 
applied in all cases. It is often necessary to 
combine two or more methods in order to meet 
requirements in an individual case. 

The following brief case reports illustrate 
the common types of anomalies at the uretero- 
pelvic junction and the results that can be 
obtained by plastie repair. 


Case 1. A 28-year-old woman consulted this 
service because of recurrent colicky pain in the 
right flank, associated with nausea and vomiting. 
Examination showed a normal urinary tract on 
the right, but on the left there were high insertion 
of the ureter above the most dependent portion of 
the renal pelvis, apparent obstruction at the 
ureteropelvic junction and secondary hydrone- 
phrosis. At operation, in addition to the high inser- 
tion of the ureter, aberrant vessels could be seen run- 
ning across the ureteropelvic junction. These were 
removed, unilateral repair of the Mikuliez type was 
carried out, and a portion of the redundant pelvis 
was resected. Postoperative roentgenograms showed 
the ureter coming off at the most dependent por- 
tion of the pelvis, with an adequate opening at 
the ureteropelvic junction. 

Case 2. An 18-year-old woman complained of 
recurrent attacks of pain in the left side, associated 
with chills and fever. Examination showed pro- 
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nounced hydronephrosis on the left side, with ap- 
parent narrowing of the ureteropelvic junction. At 
operation, in addition to the narrow junction, an 
aberrant vessel could be seen running across and 
compressing the ureteropelvic junction. It was re- 
moved, and bilateral repair of the Mikulicz type 
was carried out. The immediate postoperative 
roentgenograms showed an extremely satisfactory 
result, and the patient has remained well up to 
the time of writing, six years after the operation. 

Case 3. A 26-year-old woman complained of 
pain in the right side, hematuria, frequent urina- 
tion and burning. Examination revealed a large, 
infected, hydronephrotic right kidney. Although 
function in this kidney was greatly reduced, it 
was still within the limits of one that might be 
worth saving. Operation revealed a somewhat thin 
but otherwise good cortex, an extremely large, re- 
dundant extrarenal pelvis, aberrant vessels run- 
ning across and compressing the ureteropelvic 
junction, and severe constriction of the ureter in 
this area. The vessels were removed, a plastic pro- 
cedure of the Y type was performed and the re- 
dundant portion of the pelvis was resected. Im- 
mediate postoperative roentgenograms disclosed 
adequate repair, and intravenous urograms at the 
end of the third postoperative month showed al- 
most complete restoration of function. 


In the management of renal stones it should 
be borne in mind that a minor obstruction at 
the ureteropelvic junction may be the primary 
lesion, the stone being secondary to stasis and 
infection. The following case illustrates this 
point. 


Case 4. A 26-year-old woman complained of 
pain in the right side, recurrent attacks of chills 
and fever and multiple renal ureteral stones. The 
latter diagnosis had been made by her family 
physician. Examination showed a normal urinary 
tract on the left and multiple stones in the right 
kidney and ureter. There was no concentration of 
the dye after intravenous administration of dio- 
drast, and cystoscopic study disclosed no appear- 
ance of indigo from the right ureteral orifice. It 
was decided to perform nephrectomy, but at opera- 
tion the color and consistency of the cortex could be 
seen to be good. The renal pelvis was large and di- 
lated, and the ureteropelvic junction was narrow. In 
addition to an aberrant blood vessel, there were two 
stones in the ureter, producing almost complete 
obstruction; this accounted for the absence of 
concentration of the dye by the right kidney at 
the time of examination. The stones were removed 
from the kidney and ureter, the aberrant vessel 
was cut and a Y plasty was done on the uretero- 
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pelvic junction, together with resection of the re- 
dundant portion of the pelvis. The immediate post- 
operative roentgenograms were satisfactory, and 
intravenous urograms at the end of three months 
showed approximately 75 per cent return of 
function. This case emphasizes the importance of 
conservatism in dealing with young persons. 


To remove stones in such cases without re- 
constructing the ureteropelvic junction will 
not result in complete relief of symptoms. The 
patients continue to have renal pain, and uri- 
nary infection persists as is illustrated by 
Case 5. 

Case 5. A 36-year-old man had had a stone re- 
moved from the right renal pelvis while in military 
service in 1942. A deformity at the ureteropelvic 
junction was recognized at that time but not re- 
paired. The patient continued to have renal pain. 
At operation performed in June 1948, in addition 
to a small aberrant blood vessel, constriction of the 
ureteropelvic junction was observed. Bilateral 
Mikuliez repair was done, with an excellent fune- 
tional result. Intravenous urograms taken three 
months later showed an adequate opening at the 
ureteropelvic junction. The patient has continued 
to be entirely free of pain. 


In the treatment of bilateral obstructions 
at the ureteropelvic junction, the side with 
the greater amount of renal damage should 
be operated upon first and the other side 
should be treated without unusual delay, pref- 
erably within the next three months. Once 
the obstruction on one side is relieved, the 
function in the opposite kidney fails at a more 
rapid rate, and the kidney will eventually 
become a_ functionless, hydronephrotic or 
pyonephrotie sae. The following case illus- 
trates this point. 

Cask 6. A 24-year-old woman had been examined 
in another medical center at the age of 20. At that 
time bilateral obstruction at the ureteropelvic june- 
tion was noted; the left kidney, which showed the 
poorer function, was repaired, and the patient was 
asked to return three months later for repair of 
the opposite side. When examined here, four years 
later, the right kidney was nothing more than a 
pyonephrotice sac, and nephrectomy was required. 


Congenital lesions at the ureterovesical 
junction are of two types. The first type con- 
sists of narrowing of the ureteral orifice in- 
volving the mucosa only, which results in an 
intravesical cyst of the ureter or uretero- 
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cele. It is recognized on eystoscopie examina- 
tion as a translucent urine-filled cyst. It may 
attain a large size and interfere with urina- 
tion by blocking the internal vesical orifice. 
Oceasionally, in the female, it may extrude 
through the urethra. Usually it can be success- 
fully treated by transurethral resection of the 
mucosal wall of the eyst. Occasionally, in a 
child with a small urethra and especially if 
the ureterocele is large, suprapubic excision 
may be necessary. 


An example of this type was observed in a girl 
aged 17 months, who was admitted to the hospital 
because of chills and fever, pain in the right side 
and recurrent attacks of acute retention. Examina- 
tion revealed a large right ureterocele, which was 
removed by suprapubic excision with an excellent 
result. 


The other type is a narrowing of the entire 
intramural portion of the ureter. This type, 
in our experience, has been encountered 
chiefly in young children, is most often bi- 
lateral and is usually associated with pro- 
nounced dilatation of the upper portion of 
the urinary tract. 


An example of this type is the case of a girl 
aged 6 months who was admitted to the hospital for 
repair of a harelip and cleft palate. On the basis 
of the fact that one congenital anomaly is often 
associated with another, routine studies of the 
urinary tract were done. Bilateral congenital 
strictures of the intramural portion of the ureters 
with pronounced dilatation of the upper urinary 
tract were observed. The degree of damage in the 
upper urinary tract in this case emphasizes the im- 
portance of complete examination of children with 
congenital anomalies. 


There are three methods by which narrow- 
ing of the entire intramural portion of the 
ureter can be treated. For the first method, 
cystoscopie ureteral dilation, general anesthe- 
sia is required. The urethra of a small child 
will not, as a rule, accommodate instruments of 
sufficient size to make any real impression 
upon the obstruction, and treatment has to 
be given at too frequent intervals to be prac- 
tical. This method, in our opinion, is unsatis- 
factory. A second method consists in freeing 
the bladder posteriorly, exposing the ureters 
at their entrance into the bladder wall, sever- 
ing them at this point and reimplanting them 
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into the bladder. A third method, ureteral 
meatotomy, may be done transurethrally with 
a Campbell type of ureteral electromeatome 
if the child’s urethra is of sufficient size to 
accommodate an operating type of child’s 
cystoscope. In cases in which transurethral 
ureteral meatotomy cannot be performed, 
suprapubie cystostomy should be done. An in- 
cision is made from the orifice through the 
strictured area and the ureteral mucosa is su- 
tured to the bladder mucosa, after which ure- 
teral catheters are left in place for five to 
seven days. This method is less formidable 
than reimplantation of the ureters and in 
our hands has been quite satisfactory. 

Duplication is one of the commonest anom- 
alies of the upper part of the urinary tract. If 
the ureters open in the normal position at the 
lateral angle of the trigone, the anomaly is 
of no clinical importance. If, on the other 
hand, the orifice of a duplicated ureter is con- 
stricted, changes of clinical significance take 
place in the corresponding portion of the 
kidney. 


An example of this is the case of a 24-year-old 
woman who complained of pain in the right side 
and chills and fever of long duration. As a result 
of the first attack the appendix was removed; be- 
cause of the second attack, cholecystectomy was 
done, and at a third operation the common bile 
duct was explored. The urinary tract was examined 
for the first time after this last episode. Thorough 
investigation revealed normal conditions on the left 
side with complete duplication of the pelvis and 
ureter on the right side, congenital stricture of the 
orifice of one of the duplicated ureters and hydro- 
nephrosis of the corresponding portion of the 
kidney. This case emphasizes the importance of in- 
vestigating the urinary tract in cases in which there 
is some doubt as to the diagnosis. 


A duplicated ureter may open in an abnor- 
mal position, e.g., in the rectum, in the vagina 
or in some portion of the urethra. Drainage in 
such eases is practically always deficient, and 
dilatation above the point of obstruction is 
usually observed. 


An illustration of this is the case of a 26-year- 
old woman who complained of lifelong annoyance 
due to dribbling of urine. She also passed normal 
volumes of urine at normal intervals. Examination 
showed a duplicated pelvis and upper ureter on the 
right side and complete duplication of the urinary 
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tract on the left, with the ureter from the upper 
half of the kidney opening at the external urethral 
orifice. The other ureters opened into normal posi- 
tions at the lateral angles of the trigone. Although 
this patient was attractive, intelligent and a col- 
lege graduate, she had never become interested in 
having the dribbling corrected until she contem- 
plated marriage. 

Her condition lent itself well to a conservative 
type of operative procedure. The upper pole of 
the kidney was resected; the dilated ureter was re- 
moved, and enough renal tissue was preserved on 
this side to be of some functional value. 


Congenital obstructions at the neck of the 
bladder are due to congenital valves in the 
posterior portion of the urethra, elevation of 
the posterior internal sphineteric area simu- 
lating a median bar in adults, contracture of 
the internal vesical orifice and, rarely, con- 
genital hypertrophy of the prostatic lobes. 
The symptoms are frequency, difficulty in 
urinating, straining to urinate and, occasion- 
ally acute retention of urine. There is early 
and progressive dilatation of the urinary tract. 
The residual urine predisposes to infection, 
and infection, once it oceurs is persistent and 
increases the rapidity with which renal fune- 
tion is destroyed. The importance of early rec- 
ognition of obstruction at the vesical neck in 
children is emphasized by the following cases. 


Case 7. A 4-year-old girl was brought to us for 
examination because of frequency, burning, chills, 
fever and overflow incontinence. Complete study of 
the urinary tract showed contracture of the in- 
ternal vesical orfice and a severely dilated bladder 
with a reflux in a dilated left ureter. There was 
congenital absence of the right kidney. 

Case 8. A boy aged 19 months was referred 
from the Pediatrie Department because of diffi- 
culty in passing urine, in addition to chills, fever 
and drowsiness. Complete study of the urinary 
tract showed a fairly marked congenital bar, con- 
siderable retention, severe infection of the urinary 
tract and a dilated bladder. There was also a re- 
duction in renal function. 

Case 9. A boy aged 2 years and 3 months was 
admitted to the Pediatrie Service in coma. His 
history was rather typical of that frequently ob- 
tained. During infaney his grandmother noticed 
that he urinated frequently and passed an ex- 
tremely small stream, and urination was asso- 
ciated with a great deal of straining. The difficulty 
was attributed to a long foreskin, and circumcision 
was performed. When the child was 16 months old 
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the urine became infected, and since then he had 
had persistent infection, with recurrent chills and 
fever. The combination of obstruction and infee- 
tion accounted for the moribund state in which he 
was admitted to the hospital. Cystograms gave a 
complete outline of a severely dilated and com- 
pletely decompensated urinary tract. 


Congenital obstruction of the vesical neck 
may be relieved by transurethral resection, 
suprapubic excision of the obstruction, and, 
in a selected group of male patients, removal 
of the obstructing tissue under direct vision 
through a modified retropubie approach to 
the prostatic urethra. For a patient with a 
small urethra that would be subjected to ex- 
cessive trauma by transurethral instrumenta- 
tion, open operation should be done. Patients 
in whom renal function is severely damaged 
and prolonged drainage is desirable should 
be treated by open excision of the obstruction, 
and the suprapubie cystostomy tube should 
be left in until the urinary tract has become 
stabilized. This may require six months to a 
year. The retropubic approach is direct, and 
for the males is probably the method of choice. 
A longitudinal incision, made in the prostatic 
capsule and carried through the bladder neck, 
exposes the entire prostatic urethra and in- 
sures easy removal of the obstruction. Bleed- 
ing is controlled under direct vision. The 
wound is closed tightly, and drainage is pro- 
vided by a urethral retention catheter. 


SUMMARY 


Various types of congenital obstruction of 
the urinary tract are discussed, each being 
illustrated by means of one or more ease re- 
ports. Suggestions are made as to diagnosis, 
treatment and the results to be expected. The 
author’s surgical technies for different con- 
genital obstructive lesions are explained. 


RESUME 


L’auteur discute différents types d’obstrue- 
tions congénitales des voies urinaires. Chaque 
type est illustré par le rapport de un ou 
plusieurs cas. Des suggestions sont faites sur 
le diagnostic, sur le traitement et sur les 
résultas qu’on peut espérer. La _ technique 
chirurgicale de l’auteur pour les différentes 
lésions obstructives congénitales est expliquée. 
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RIASSUNTO 


Descrive vari tipi di ostruzioni congenite 
delle vie urinarie, illustrando uno o piu’ casi 
per ogni varieta’. Dopo avere discusso i prob- 
lemi diagnostici e terapeutici, l’A. illustra la 
propria tecnica operativa per le diverse vari- 
eta’ di ostruzioni congenite. 


RESU MEN 


El autor estudia los varios tipos de obstrue- 
cidn congénita del tracto urinario, ilustrando 
cada uno de ellos con uno 0 mas casos. Hace 
algunas sugerencias en cuanto al diagnéstico, 
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tratamiento, y los resultados que pueden espe- 
rarse, explicando sus téenicas para las diferen- 
tes lesiones obstructivas congénitas. 


ZUSAMMENFASSUNG 


Verfasser eroertert verschiedene Arten von 
angeborenem Verschluss des Harnsystems und 
erlaeutert jede einzelne Form an Hand eines 
oder mehrerer Krankheitsberichte. Es werden 
Anregungen hinsichtlich der Diagnose, der 
Behandlung und der zu erwartenden Ergeb- 
nisse gegeben. Die chirurgische Technik des 
Verfassers bei verschiedenen angeborenen ob- 
struktiven Veraenderungen wird erklaert. 


1516 Lake Shore Drive 


The United States Chapter of the 


International College of Surgeons 


announces the creation of Junior Membership in the College. The House of Delegates, 
meeting on Dec. 18, 1949, establishes this new form of membership, 


with the following requirements: 


One year of internship in an approved hospital 


One year as resident surgeon in a specific surgical training program 


For further information, address 


Secretary, International Board of Surgery 


Chicago 10, 
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Esophagoduodenal Anastomosis in Selected Cases 


of Total Gastrectomy 


LOUIS T. PALUMBO, M.D., F.A.CS., F.1.CS.* 
DES MOINES, IOWA 


ANY recent articles have completely 
covered the subject of total gas- 
trectomy as to indications, technics, 

pathologic picture and mortality and cura- 
bility rates. This presentation, therefore, is 
limited to a certain phase of operative technic 
which appears feasible in selected cases of 
total gastrectomy. 

The type of esophagoduodenal anastomosis 
to be described has not received great recog- 
nition, and little attention has been given it 
for years. The first successful operation of 
this type was performed by Brigham! in 1898. 
In the literature since that time, reference has 
been made to it by a few surgeons.” In a col- 
lected series up to 1942 the operative mortality 
and results were comparable to those reported 
for esophagojejunostomy ; at the time of pub- 
lication the mortality rate was about 33 per 
cent.** Since 1942 the operative mortality for 
total gastrectomy with esophagojejunostomy 
has improved and is reported as ranging from 
10 to 31 per cent.® 

In 1948 Priestley* reported 2 successful 
cases of total gastrectomy with esophagoduo- 
denostomy. In reviewing the literature it be- 
comes apparent that esophagoduodenostomy 
has been performed occasionally since 1930. 
In many of the larger surgical centers, where 
considerable experience has been attained with 
total gastrectomy, this operative method ap- 
parently has not been used. 

Within the past few years it has appeared 
that a safe and easy anastomosis of this type 
could be accomplished. In these cases the local 
pathologie process and the proximity of the 
mobile duodenum were such that the cut end 
of the esophagus and the duodenum could be 


Reviewed in the Veterans Administration and published 
with the approval of the Chief Medical Director. The 
Statements and conclusions published by the authors are 
the result of their own study and do not necessarily 
o the opinion or policy of the Veterans Adininistra- 
ion, 

*Chief of Surgical Service, Veterans Administration 
Hospital, Des Moines. 

From the Department of Surgery. 

Submitted for publication Feb. 14, 1950. 


approximated without tension, which resulted 
in a safe and satisfactory anastomosis. 
Technic.—The incision used is individu- 
alized, depending on the physical stature of 
the patient and the expected extent of the 
lesion. In 2 of the cases presented the opera- 
tion was accomplished through a subdiaphrag- 
matic approach; a transverse supra-umbilical 
elliptic incision was employed, which tran- 
sected the anterior and posterior rectus 
sheaths and the rectus abdominus muscles. In 
the third case, because of a large chest and a 
high diaphragm, a small left subcostal incision 
was made, which was then carried across the 
costal arch, dividing the eighth intercostal 
space and sectioning the diaphram. In the 
fourth and fifth cases, because of the size of 
the lesion and direct extension to adjoining 
viscera, the same type of exposure was made; 
however, in the fifth case the seventh inter- 
costal space was divided. This transabdominal 
thoracic exposure was entirely adequate and 
simplified the whole operative procedure. 
Mobilization of the stomach for total gas- 
trectomy is carried out in the usual manner. 
The distal end of the stomach is transected 
at the pyloric ring. It is suggested that a rub- 
ber-shod clamp be placed across the duodenum 
below the site of the intended anastomosis 
(Fig. 1) and that a crushing clamp should not 
be used on the divided distal end, lest injury 
to the tissues be produced and increase the 
hazard of delayed union or leakage of the anas- 
tomosis because of necrosis. The stomach and 
the associated lesion can then be removed by 
dividing the stomach at the esophagocardial 
junction, or the stomach can be displaced up- 
ward and to the left and be used for traction 
while the posterior anastomosis is accomplished 
between the esophagus and the duodenum. In 
either case the esophagus can be mobilized by 
blunt dissection if one enlarges the esophageal 
hiatus and brings down about 2 inches (5 em.) 
of esophagus from the thorax, if the thorax is 
not opened. If the combined abdominothoracie 
approach is utilized the esophagus is readily 
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Fig. 1.—Esophagoduodenostomy. The stomach is completely mobilized for total gastrectomy, transected at the 
pylorus and displaced upward and to the left, exposing the esophagus, to which it is still attached. The duo- 
denum is clamped with a rubber-shod clamp beyond the intended site of anastomosis. The lateral peritoneal 


visible, easily mobilized and in a direct position 
for anastomosis. If the stomach is removed 
prior to the anastomosis, several traction 
sutures of No. 00 silk are placed in the wall of 
the esophagus and above the intended site of 
anastomosis. These are used to prevent the 
esophagus from retracting into the chest. 

I prefer to use an open method of anasto- 
mosis (Figs. 1 to 5 inelusive) and to avoid 


reflection is divided to increase mobility of the duodenum. 


placing clamps of any type across the stump 
of either the duodenum or the esophagus. 
After mobilization of these structures, the 
end of the duodenum is approximated to the 
esophagus to determine whether it will lie in 
this position without tension (Fig. 2). If such 
is the case, the anastomosis is carried out. If 
there appears to be any tension, this anasto- 
mosis should be abandoned; the duodenal 


Fig. 2.—Second stage of esophagoduodenostomy. Above, the duodenum is fully mobilized (to provide approach 


to the stomach without tension) and anchored to the pancreas with interrupted sutures. Below, the first layer 


of interrupted No. 000 silk sutures is introduced on the wall of the esophagus and the duodenum. 


SEPTEMBER, 1950 


| 4 
268 
4 


Pancreas 


Stomach 
q 
4 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS SEPTEMBER, 1950 


Duodenum 


Fig. 3.—Completion of the second and third rows of sutures posteriorly. Above, second row of No. 000 silk; be- 
low, interrupted row of No. 000 silk piaced in the posterior mucosal layer of the duodenum and the esophagus. 


stump should be closed and an esophagoje- 
junostomy peformed. 

In all cases here presented, either a two-row 
or a three-row suture technic was used, with 
sutures of atraumatie No. 000 silk (Figs. 2, 3 
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and 4). The first row sutures the posterior 
muscular wall of the esophagus to the posterior 
seromuscular wall of the duodenum (Fig. 2). 
The second row reinforces the first, and the 
third consists of interrupted sutures approxi- 
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mating the posterior mucosal layer of the 
esophagus to that of the duodenum (Fig. 3). 
The posterior row is placed first from the 
seromuscular layer to the mucosal layer, which 
is the last of the posterior sutures to be taken. 
The Levine tube is next passed into the duo- 
denum beyond the anastomosis. The anterior 
sutures (Fig. 4) are then taken; the procedure 


Interrupted 
mucosa 
Sutures 


3rd. row 
anteriorly 
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is the same as that used posteriorly, except 
that approximation of the mucosal layers is 
done first, followed by the second layer and 
then finally the third layer of the seromus- 
cular layer of the duodenum to the muscular 
layer of the esophagus. The duodenum is then 
anchored to the adjoining peritoneum (Fig. 
2) with interrupted silk or catgut to main- 


) 2nd. row 


anteriorly 


Fig. 4—Completion of the anastomosis anteriorly. Upper left, interrupted No. 000 silk sutures in the mucosal 
layer; upper right, second row of interrupted sutures of the same size; lower left, third row of interrupted silk 
sutures ; lower right, suturing of the left triangular ligament of the left hepatic iobe over the site of anastomosis. 
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tain it and the pancreas in this new position 
and thus prevent traction on the suture line. 
In some eases the divided round ligament or 
the left triangular ligament of the liver (Fig. 
4) ean be sutured to the site of the anasto- 
mosis. The use of an interrupted suture tech- 
nie throughout for the anastomosis appears 
warranted, as it probably involves less chance 
of stenosis of the stoma and necrosis of the 
mucosa. The anastomotic site is usually but- 
tressed against the crus of the diaphragm be- 
hind and anteriorly to the newly formed 
hiatus of the diaphragm, interrupted No. 00 
or No. 000 silk sutures being employed. This 
aids in anchoring and protecting the anasto- 
mosis from leakage. At completion of the op- 
eration the duodenum lies usually to the left 
of the midline and presents a straight appear- 
ance rather than its normal C-curve (Fig. 5). 
It is suggested that in some cases a portion 
of the prepyloric area, along the greater curva- 
ture of the stomach and/or a small portion of 
the fundus near the cardioesophageal opening, 
may be preserved without decreasing the 
eurability rate. This will provide sufficient 
euff to form a small tube for a simpler and 
more satisfactory anastomosis without tension. 
These two methods have been utilized in 2 
other cases, with very satisfactory results. 


REPORT OF CASES 


Case 1.—A 57-year-old white man was admitted 
to the medical service on June 12, 1947, with a 
history of epigastric pains for the past six months, 
associated with nausea, vomiting, hematemesis and 
tarry stools. He had lost 30 pounds (13.6 Kg.) in 
weight during this period. Physical examination 
gave negative results except for left subcostal ten- 
derness. A roentgenogram of the stomach (Fig. 
6A) revealed a persistent filling defect high on the 
posterior wall. Laboratory studies revealed values 
within normal limits. A gastric analysis was not 
performed because of recent hemorrhage. 

On June 26, surgical exploration revealed a 
large, firm tumor mass on the posterior wall of 
the lesser curvature, near the cardia. The mass 
measured 4 by 3 by 1 inches (10 by 7.5 by 1 em.). 
Several enlarged soft lymph nodes were observed 
in the gastrohepatice ligament and along the left 
gastric artery. Frozen section studies of these distant 
nodes showed no evidence of malignancy. The lesion 
was considered operable; it required total gas- 
trectomy and splenectomy. Since the duodenum was 
easily mobilized and no portion of the esophagus 
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was sacrificed, an esophagoduodenostomy was per- 
formed without any difficulty. The pathologie diag- 
nosis was scirrhous carcinoma of the stomach with 
metastasis to the mesentery and the regional lymph 
nodes. 

The postoperative course was uneventful except 
for the development of a fistulous tract between the 
site of the anastomosis and the abdominal wall 
where the drains had been placed. This tract per- 
sisted for seven months but finally healed. In the 
abdominal incision a small draining sinus de- 
veloped, which finally healed after excision of the 
silk that had been used in closure of the incision. 

The patient has been reexamined on four oc- 
easions since the operation. His most recent ex- 
amination took place on Jan. 4, 1949, at which 
time he showed increase in weight and a fair ap- 
petite; he stated that he tired easily (he was em- 
ployed in a “hobby” wood shop). There was no 
evidence of metastasis, either local or distant. (On 
a previous admission the red count had shown see- 
ondary anemia.) The roentgenograms (Fig. 6B) 
showed an anastomosis of good function and a 
normal small bowel transit time. 

Case 2.—A white man 48 years old was admitted 
to the hospital on Dee. 24, 1947, with a twelve year 
history of gastrointestinal distress characterized 
by epigastric pain radiating to the back and vomit- 
ing of blood. He had a severe hemorrhage in 1939 
and again in 1945. One week prior to admission 
he vomited a considerable amount of blood and 
passed tarry stools. He had had many years’ 
treatment by diet for chronie duodenal ulcer. The 
history did not indicate aleoholism. 

Physical examination gave essentially negative 
results. Roentgenograms (Fig. 7) of the stomach 
revealed a filling defect near the esophageal open- 
ing on the side of the lesser curvature and a 
markedly narrowed and extremely tender area in- 
volving the fundus and pars media. 

On Jan. 2, 1948, the abdomen was explored. A 
searred area was noticeable on the anterior aspect 
of the first part of the duodenum. The duodenum 
was freely movable. The upper four-fifths of the 
stomach was markedly thickened and firm, es- 
pecially along the greater curvature in the fundie 
area and along the lesser curvature side near the 
esophagus. The mucosa in this area was hyper- 
trophied and granular and bled easily. There was 
a depressed ulcer about 114 ineh (3.7 em.) in 
diameter along the lesser curvature, 1 inch (2.5 
cm.) below the esophageal opening. The ulcer had 
penetrated into the left lobe of the liver. There 
was an uleer almost 1 inch (2.5 em.) in diameter 
in the fundus on the greater curvature. 

The lesion was considered malignant and was 
associated with hypertrophic gastritis, so a total 
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Fig. 5.—Completion of esophagoduodenal anastomosis. The duodenum lies to the left of the midline and no 
longer has its normal C curve. 


gastrectomy and resection of a portion of the left 
lobe of the liver together with the adjoining lesser 
and greater omentum and lymph nodes, were per- 
formed. The duodenum was mobilized, and with 
the aid of a small section of the greater curvature 
of the stomach (pyloric region) an anastomosis 
was made between the esophagus and the duodenal 
gastric stump. The pathologie diagnosis was adeno- 
carcinoma in multiple areas of the stomach with 
extension to the liver, metastasis to regional lymph 
nodes and hypertrophic gastritis. 


The postoperative course was uneventful until 
the fourth day, when sudden severe pain developed 
in the right side of the chest. Roentgenograms re- 
vealed bilateral pleural effusion, more marked on 
the right. The accumulation increased, and signs of 
pulmonary edema developed. On January 8, the 
sixth postoperative day, while a right thoracentesis 
was being performed and after withdrawal of 200 
ce. of straw-colored fluid, the patient suddenly 
stopped breathing. All measures for restitution 
were taken, but with no benefit. 
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Fig. 6 (Case 1).—A, persistent constant irregular indentation on the greater curvature of the pars media. 
B, normally functioning anastomosis with no evidence of esophageal obstruction. The barium enters the 
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duodenum readily, and the transit time for the small bowel is normal (column of barium in terminal portion of 


Autopsy revealed bilateral) pulmonary edema, 
atelectasis of the lower lobe of the right lung, 
right fibrinous pleurisy, nephrosclerosis, and eysts 
of the kidneys and passive congestion of the liver. 
The site of the anastomosis showed definite and 
satisfactory healing. The anastomotic stoma was 
adequate and admitted a finger without difficulty. 

Case 3.—A white man 54 years of age was ad- 
mitted to the hospital on Oct. 20, 1948, with a 
history of gastrointestinal distress of three months’ 
duration. In August, while at work as a carpenter, 
he became weak, vomited about a quart of bright 
red blood and fainted. He passed tarry stools for 
a few days. Later there was pain in the left upper 
abdominal quadrant. His appetite became poor, 
and he lost 25 pounds (11.3 Kg.) in weight. 

Physical examination gave negative results ex- 
cept for definite tenderness beneath the left sub- 
costal arch. The laboratory data were normal ex- 
cept for the blood count, which showed 2,333,000 
red blood cells per cubie millimeter and 20,700 
white blood cells, with 85 per cent polymorpho- 
nuclears. 

Roentgenograms (Fig. 84) revealed a persistent 
filling defect and a large niche along the lesser 
curvature of the stomach near the cardiac orifice. 


ileum in four hours). 


The gastroscope confirmed the results of roentgen 
examination. 

On November 19 a small left subcostal incision 
was made and the abdomen was explored. A large 
mass occupied the lesser curvature, extending from 
about 1 inch (2.5 em.) below the esophageal open- 
ing down toward the pylorus. The mass was firm, 
with a large central depression representing a 
penetrating ulcer; the crater musured 114 inches 
(3.7 em.) in diameter and the same in depth. The 
ulcer had penetrated into the body of the pancreas. 
The lesion was considered malignant and operable, 
so the abdominal incision was extended upward 
across the costal arch, dividing the eighth inter- 
costal space. This opened the left pleural cavity, 
and the diaphragm was divided down through the 
esophageal hiatus. Total gastrectomy and splenec- 
tomy were performed. The duodenum was mobi- 
lized, and an anastomosis was made between the 
cut end of the esophagus and the duodenum. The 
pathologist’s report identified the lesion as a 
chronic penetrating gastric ulcer. 

The postoperative course was complicated by a 
persistent draining sinus after the drains were re- 
moved. This tract did not communicate with the 
anastomosis or the small bowel. A left pleural 
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effusion developed which did not require aspiration; 
there also developed a small subphrenic abscess, 
which was drained. After several months the sinus 
tract healed. The patient gained weight and 
strength. Roentgenograms (Fig. 8B) showed an 
anastomosis of good function. 

Case 4.—A white man 53 years of age was ad- 
mitted to the hospital on Dee. 31, 1949, with a 
history of pain in the left upper abdominal quad- 
rant and indigestion of one year’s duration. An ex- 
ploratory laparotomy had been done at another 
hospital, with negative results. The patient began 
to lose weight and continued to have pain in the 
area aforementioned. In June 1949 he had a sud- 
den painless massive hematemesis that required 
several transfusions. He continued to lose weight 
and strength. 

Examination on admission gave negative results 
except for tenderness in the left upper abdominal 
quadrant. The laboratory data were normal except 
for secondary anemia. 

Roentgenograms (Fig. 94) revealed a large 
polypoid filling defect occupying the greater por- 
tion of the fundus and cardia of the stomach. 
Gastroscopie observations confirmed the results of 
the roentgen examination. 

On Jan. 19, 1950, a small left subcostal incision 
was made and the abdomen was explored. A large, 
firm, irregular mass was observed on the posterior 
wall of the stomach, involving the fundus and the 
cardiac region. The mass measured about 8 by 6 by 
3 inches (20 by 12.5 by 7.5 em.) and was attached 
to the spleen, the left lobe of the liver, the body 
of the pancreas, the left adrenal gland and the 
transverse colon. The lesion was considered oper- 
able, so the abdominal incision was extended up- 
ward across the costal arch, dividing the eighth 
intercostal space. This incision permitted wide and 
adequate exposure of the upper part of the ab- 
domen and the left pleural space. The diaphragm 
was divided medially downward through the eso- 
phageal hiatus. Total gastrectomy, splenectomy, 
partial pancreatectomy, and partial resection of 
the left lobe of the liver, the left adrenal gland, 
the greater omentum, the left half of the trans- 
verse colon and a portion of descending colon 
were performed. An end-to-end anastomosis of 
the colon was accomplished. The duodenum was 
adequately mobilized by dividing the right lateral 
peritoneal reflection so that a safe anastomosis 
could be earried out between the cut end of the 
esophagus and the duodenum. The pathologist re- 
ported a diagnosis of poorly differentiated adeno- 
carcinoma of the stomach with extension to the 
spleen, pancreas, left periadrenal connective tis- 
sue and transverse colon. 

The postoperative course was satisfactory until 
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the end of the second week, when the temperature 
became elevated and a fluid level with gas became 
evident under the left half of the diaphragm. As- 
piration and drainage of an abscess cavity above 
and below the diaphragm was accomplished. It 
was difficult to maintain the patient in proper 
hydration, protein replacement and adequate 
sodium and potassium levels. Roentgenograms (Fig. 
9 B and C) taken on the seventh and eighth post- 
operative days revealed an intact anastomosis 
without obstruction. 

Improvement was noticed during the third week, 
but on the twenty-third postoperative day, the pa- 
tient suddenly became pulseless, respirations 
ceased and blood pressure could not be determined. 
After an interval of about five minutes the patient 
responded. During the ensuing week he was men- 
tally confused. The cardiologists felt that his sud- 
den collapse was based on acute potassium cardiac 
deficiency. 

The patient is now well alerted and gaining 
weight. He shows no residual cerebral damage due 
to anoxia. At the time of writing, three months 
after the operation, his progress is satisfactory, 
with no evidence of recurrence or distant metastasis. 

Case 5.—-A 52-year-old white man was admitted 
to the hospital on Jan. 24, 1950, with a history of 


Fig. 7 (Case 2).—Pars media and fundus of the 

stomach markedly narrowed and fixed, with a similar 

though smaller defect along the lesser curvature in 
the cardiac region. 
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pain in the left upper abdominal area for the past 
eight months. The pain was dull, aching and con- 
stant. On one occasion prior to admission he 
vomited bright red blood. This was followed by 
tarry stools for several days. He lost 30 pounds 
(13.6 Kg.) in weight during this period. 

Physical examination gave negative results ex- 


Fig. 
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Fig. 8 (Case 3).—A, large uleer niche near the cardia, along the lesser curvature, with a suggestion of a 
meniscus complex. B, adequate esophagoduodenal anastomosis, with no evidence of onstruction. The barium 
passes readily into the duodenum and the small bowel. 


cept for tenderness in the left upper quadrant of 
the abdomen. Laboratory examination revealed sec- 
ondary anemia, and gastric analysis showed no free 
hydrochloric acid. Roentgenograms (Fig. 10) re- 
vealed a polypoid mass about 6 em. in diameter near 
the cardia on the posterior gastric wall. This was 
confirmed by gastroscopic study. 


9 (Case 4).—4A, barium study of the stomach, revealing a large polypoid filling defect of the fundus 
and midportion of the stomach. The barium fills the large ulcer erat on the posterior wall in the region of 


the pars media. B, barium study with a Levine tube in the esophagus reveals an intact anastomosis on the 
seventh postoperative day. There is no evidence of obstruction; the barium passes readily into the duodenum 
and the jejunum. Note that the duodenum no longer has the normal C curve but is straight. C, roentgeno- 
gram taken on the ninth postoperative day (one day after administration of barium) revealing normal transit 
time, with barium scattered through the colon, The Levine tube outlines the course of the esophagus, the 
duodenum and the first part of the jejunum. 
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Fig. 11 (Case 5).—4A, roentgenogram taken immediately after total gastrectomy, 1evealing the gastrointestinal 
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tube passing through the esophagus and the duodenum. Note that the normal C curve of the duodenum is absent. 
The entire duodenum is to the left of the midline and is almost straight. B, barium study on the thirteenth 
postoperative day, revealing free passage of the barium through the anastomosis. The duodenum is straight, 
with no evidence of a normal C curve. The upper jejunal loops fill rapidly. There is no evidence of obstruction to 


On February 7 a left subcostal transverse in- 
cision was made in the abdomen and exploration 
revealed a large, firm, irregular mass about 4 
inches (10 em.) in diameter in the posterior wall 
of the stomach near the cardia. The mass was at- 
tached to the body of the pancreas, and there were 
many large, soft nodes along the lesser curvature 
of the stomach and about the celiac axis. The 
lesion was considered operable. The incision was 
then extended across the costal arch in the left 
seventh intercostal space, dividing the intercostal 
muscles to the anterior axillary line. This provided 
adequate exposure of the abdomen and the left 
pleural cavity. The diaphragm was divided medially 
through the esophageal hiatus. Total gastrectomy, 
splenectomy, partial pancreatectomy, resection of 
the greater omentum and excision of all the re- 
gional lymph nodes were performed. The duo- 
denum was easily mobilized after division of the 
lateral peritoneal reflection of the second portion, 
so that a safe anastomosis could be accomplished 
between the divided end of the esophagus and the 
duodenum. 

Roentgenograms (Fig. 114) taken on the after- 
noon of the day of operation revealed the Levine 


the flow of the barium. 


Fig. 10 (Case 5).—Barium study revealing a polypoid 
defect in the cardiae and fundie portions of the pos- 
terior gastric wall. 
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tube in the esophagus passing almost straight 
downward into the third part of the duodenum. 

The pathologist’s diagnosis was adenocarcinoma 
of the stomach with regional lymph node involve- 
ment. 

The immediate postoperative course was com- 
plicated by atelectasis of the lower lobe of the left 
lung and pleural effusion. These conditions were 
treated actively, and the patient continued to show 
improvement. During the second week the tempera- 
ture became elevated. An abscess was drained below 
the diaphragm, near the site of the anastomosis. 
At the time of writing his progress is satisfactory. 
Barium studies have shown the anastomosis to be 
intact and functioning without evidence of obstrue- 
tion (Fig. 11B). The patient has gained weight, 
and the wounds are healed. He is given six feedings 
daily. At the most recent follow-up, two months 
after the operation, there was no evidence of re- 
currence. 


COMMENT 


It is not always possible to perform this 
type of anastomosis because of many factors— 
inadequate exposure, obesity, a large emphy- 
sematous chest, a wide costal arch, or a 
pathologie process that precludes a free and 
mobile duodenum. In many eases, as demon- 
strated in 3 of those here presented, the duo- 
denum can be made more mobile by dissecting 
the second portion free from its lateral peri- 
toneal reflection. This maneuver, with dis- 
placement of the duodenum and pancreas, will 
in no way compromise the blood supply or 
function of these structures. A decision as to 
whether this procedure is possible in any given 
patient undergoing total gastrectomy can be 
easily determined at operation. 

It appears that this type of procedure has 
its place in certain selected cases of total 
gastrectomy and should provide a most satis- 
factory type of anastomosis. Its utilization 
should not increase the operative mortality in 
an operation of such magnitude, since the 
anastomosis can be accomplished more easily 
than can esophagojejunostomy. It appears to 
be a more physiologic procedure, in that it re- 
establishes the direct continuity of the gastro- 
intestinal tract and eliminates the necessity of 
closure of a duodenal stump and an entero- 
anastomosis between the loops of the jejunum. 
It also eliminates uncertainty as to whether an 
anterior or a posterior colic type of anasto- 
mosis should be performed. 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


SEPTEMBER, 1950 


The duodenal tissues lend themselves well to 
suturing, and the healing process is as satis- 
factory as that of the jejunal type of anasto- 
mosis. One feels secure in placing sutures 
through this segment of the duodenum. 

Restitution of the normal pathway for food 
and the digestive juices seems more physiologic 
than end-to-side anastomosis of the esophagus 
to the jejunum. It seems logical that the sur- 
geon should attempt to restore or maintain as 
nearly as possible the normal anatomic rela- 
tions of structures, tissues and organs of the 
body. 

From the results in cases reported of this 
type of anastomosis, it appears that the pro- 
cedure has definite merit and warrants con- 
sideration. In my opinion it should be brought 
to light again, in the hope that a sufficient 
number of surgeons will employ it to permit 
the accumulation of data establishing its value 
as compared to esophagojejunostomy. 


SUMMARY 


1. Five cases of esophagoduodenostomy 
after total gastrectomy are presented. 

2. The opinion is expressed that this anas- 
tomosis, as compared to esophagojejunostomy, 
is preferable in certain selected cases. 

3. The technic of the operation is described. 

4. The author points out that the operation 
is simpler and easier to perform than esoph- 
agojejunostomy, eliminating some of the steps 
required in the latter procedure, namely, 
closure of the duodenal stump and enteroan- 
astomosis, and that direct anastomosis of the 
esophagus to the duodenum appears to estab- 
lish a more nearly normal anatomic and phys- 
iologie continuity of the gastrointestinal tract. 


RESUME 


1. Cing eas d’oesophagoduodenostomie aprés 
apres gastrectomie totale sont présentés. 

2. L’auteur est d’avis que cette anastomose 
est préférable a l’esophagojéjunostomie dans 
certains eas. 

3. La technique de l’opération est décrite. 

4. L’auteur nous démontre que l’opération 
est plus facile que l’oesophagojéjunostomie car 
elle élimine certains stades de cette procédure 
la fermeture du moignon duodenal et l’entero- 
anastomose. L’anastomose directe de l’esophage 
au duodénum parait établir une continuité 
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anatomique et physiologique gastointestinale 
beaucoup plus normale. 


RESUMEN 


1. Se presentan cinco casos de eséfagoduo- 
denostomia después de una gastrectmia total. 

2. Se opina que esta anastomosis es pre- 
ferible en ciertos casos seleccionados a la 
esofagoyey unoestomia. 

3. Se describe la técnica de la operacién. 

4. El autor sefiala que la operacién es mas 
sencilla y facil de realizar que la esofagoye- 
yunostomia, eliminando alguna de las etapas 
requeridas en este tiltimo procedimiento, prin- 
cipalmente el cierre del munén duodenal y la 
enteroanastomosis. La anastomosis directa del 
eséfago al duodeno parece establecer una con- 
tinuidad fisidlogica y anatémica del tracto 
gastrointestinal, mas cereana a lo normal. 


ZUSAM MENFASSUNG 


1. Es wird ueber fuenf Faelle von Oecso- 
phagoduodenostomose nach totaler Magen- 
resektion berichtet. 

2. Es wird die Meinung vertreten, dass 
dieser Anastomose im Vergleich mit der Oeso- 
phagojejunostomose in ausgewaehlten Faellen 
der Vorzug gebuehrt. 

3. Die Technik der Operation wird be- 
schrieben. 

4. Der Verfasser betont, dass die Operation 
einfacher und leichter auszufuehren ist als 
die Oesophagojejunostomose, da sie einige der 
Vorgaenge, die die letztere erfordert, aus- 
schaltet, naemlich den Verschluss des Zwoelf- 
fingerdarmstumpfes und die Entero- 
anastomose. Er hebt ferner hervor, dass 


PALUMBO: ESOPHAGODUODENAL ANASTOMOSIS 


augenschleinlich die direkte Verbindung zwis- 
chen Speiseroehre und Zwoelffingerdarm einen 
Verlauf des Magendarmkanals herstellt, der 
den normalen anatomischen und physiologi- 
schen Verhaeltnissen naeherkommt. 


RIASSUNTO 


1. Presenta 5 casi di esofagoduodenostomia 
dopo gastrectomia totale. 

2. Ritiene che quest’anastomosi sia preferi- 
bile—in determinati casi—all’anastomosi fra 
esofago e digiuno. 

3. Descrive la tecnica dell’operazione. 

4. Da un confronto con l’esofagodigiunos- 
tomia, risulta che l’esofagoduodenostomia e’ 
piu’ semplice e di piu’ facile esecuzione, in 
quanto elimina talune fasi operatorie, come la 
chiusura del monecone duodenale e |’entero- 
anastomosi. L’unione dell’esofago al duodeno 
ricopierebbe d’altra parte meglio le condizioni 
anatomiche normali, ristabilendo una conti- 
nuita’ fisiologica del tratto gastro-intestinale. 
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It is an unhealthy attitude to think success a trivial incident in life——Anonymous 


A man should be called selfish not for pursuing his own good but for neglecting 


his neighbor’s.— Whately 
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Pancreatic Fluid Accumulation Subsequent to Trauma 


Report of a Case 


E. C. WILFORD, M.D., F.I.C.S.; CHAS. H. ARNOLD, M.D., F.I.CS., 
K. I. HO, M.D., anp H. H. SHEN, M.D. 
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from common, are not so rare as was 
formerly supposed. In recent years the 
literature on pancreatic eyst has grown im- 
mensely. The work of Koerte, Lazarus, Me- 
Whorter, Opie, Judd and many others has 
thrown light on the clinical and pathologic 
pictures of pseudocyst of the pancreas. We 
agree with Pinkham of San Francisco in dis- 
regarding the term “false” or “pseudo” cysts. 
Boyd, in his Surgical Pathology, states: “The 
chief cause of pseudoeysts is a previous attack 
of acute necrosis and injury to the pancreas 
from trauma. As a result of a superficial le- 
sion, there is an escape of pancreatic secretion 
and inflammatory exudate into the lesser sac, 
the foramen of Winslow becomes sealed and a 
eyst develops.” It therefore appears logical to 
designate these as pancreatic accumulations 
resulting from trauma, acute and chronie pan- 
ereatitis and duct obstruction. 
Recently, we had the opportunity to observe 
a case of pancreatic accumulation subsequent 
to trauma. It is not our intention to discuss 
at length the etiology, symptomatology or 
modes of treatment. The particular matters 
we regard worthy of attention in connection 
with this case are (1) failure in diagnosing 
the true nature of the condition before opera- 
tion, and (2) the possibility of spontaneous 
rupture of the eyst into a neighboring viscus. 


(7 trom of the panereas, although far 


REPORT OF CASE 


T. L. H., a Chinese engineer aged 34, entered 
the University Hospital on Dee. 10, 1947, with a 
history of pain in the abdomen and the lumbar 
region for one day. One day prior to entry, while 
repairing a certain machine at a height of 22 feet 
(6.7 M.), the patient misstepped and fell directly 
to the ground, landing on his buttocks with the 
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machine striking hard on the left upper quadrant 
of the abdomen. He lost consciousness for one 
minute. After recovery he felt some dull pain in 
the whole abdomen, particularly in the epigastrium. 

Seven hours after the accident he vomited, and 
the vomiting recurred three hours later. The vomi- 
tus at first contained dark blood mixed with food 
particles. In the second attack the vomitus was only 
faintly blood stained. Later the pain became severe, 
causing him to double up. He was confined to bed 
because of this pain. 

The past history was noncontributory except for 
gonococcie urethritis five years previously. Physical 
examination showed the patient to be acutely ill, 
tossing about in bed and moaning with pain. The 
abdomen was not distended, but diffusely rigid and 
tender. Rebound tenderness was marked throughout. 
Tenderness was also present in both flanks and 
both costovertebral angles. Hepatie dullness was 
obseured along the midclavicular line. Rectal ex- 
amination and roentgen examination revealed no 
abnormality. The temperature was 100.2 F.; the 
pulse rate, 100 per minute, and the blood pres- 
sure in millimeters of mereury, 116 systolic and 80 
diastolic. The erythrocyte count was 2,660,000 per 
cubie millimeter of blood, with 70 per cent hemo- 
globin, and the leukocyte count was 11,800. A diag- 
nosis of contusion of the stomach was made, and 
the patient was treated conservatively. 

From admission, the patient ran a fluctuating 
temperature of low grade. His condition improved 
remarkably except that the pain in the left upper 
quadrant persisted. Occasionally he moaned with 
acute colicky pain in the epigastrium. There was 
no further hematemesis, but tarry stools were no- 
ticed. Seven days after admission a bulging mass 
developed in the left upper abdominal quadrant, 
which was tender and dull on percussion. Within a 
week there was rapid reduction in the erythrocyte 
count to 2,000,000 and in the hemoglobin to 55. 
The following possibilities immediately became ap- 
parent; a retroperitoneal hematoma, subcapsular 
rupture of the spleen or a hematoma resulting from 
partial rupture of the stomach. Exploratory lapa- 
rotomy was done on December 19, nine days after 
the injury. 

The operation was done with continuous spinal 
anesthesia after the usual preparation and blood 
transfusion. A left transverse Hamilton Bailey in- 
cision was made, through which the stomach imme- 
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Fig. 1.—4A, line of vision. B, cystic mass shown in its relation to the stomach and the large bowel. 1, Stomach 


in transparency, showing outline of cyst; 2, gastrocolic ligament; 3, cystic mass under gastrocolic ligament; 
4, transverse colon. 


diately protruded, being pushed forward by a huge 
mass that appeared to be posterior to the pancreas. 
Pancreatic tissue was plainly visible along the 
greater curvature of the stomach. The transverse 
colon and omentum were turned upward and an 
adherent loop of jejunum 4 inches (10 em.) from 
the ligament of Treitz was seen to be adherent to 
the mesocolon. Closer examination revealed that this 
was firmly adherent and had an appearance of hav- 
ing been sutured as one would do a posterior gas- 
troenterostomy. Further examination revealed an 
area of plastic fibrin, posterior and to the left of 
the stomach, and superior to the transverse colon 
and splenic flexure, in the region of the pancreas. 
When this fibrinous material was wiped away, per- 
foration of the underlying tissues resulted and the 
field was immediately flooded with a pale straw- 
colored fluid containing bits of fibrin. Exploration 
through the opening with the index finger revealed 
a huge cavity with a capacity of at least 2,000 ce. 
It was impossible to determine whether this was in 
the pancreas itself or whether it was a retropan- 
creatic cyst, but the fluid was unmistakably pan- 
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creatic. To make sure that there was no connection 
with the gastric cavity itself, a small incision was 
made in the anterior wall of the stomach and an 
exploring finger was introduced and made to pal- 
pate with the exploring finger of the other hand in 
the aforementioned cavity. The small opening in 
the stomach was closed, and a 22-gage rubber tube 
was introduced into the pancreatic cavity and 
brought through a stab wound in the left side of 
the abdominal wall. Cigarette drains were placed 
outside the cavity and also brought out distal to 
the main wound. The abdomen was closed with in- 
terrupted nonabsorbable sutures. 

The patient bore the operation well, although it 
consumed forty minutes. The preoperative diagno- 
sis was retroperitoneal hematoma, traumatic, with 
continuous bleeding. The postoperative diagnosis 
was pancreatic fluid accumulation subsequent to 
trauma. 

Immediately after the operation a high fever de- 
veloped. This lasted for two days, after which the 
temperatures did not rise beyond 99.6 F. The pan- 
creatic fluid drained from the cavity was about 
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400 ce. daily for one and one-half weeks and was 
reduced to 30 ce. daily in the third week. Four 
weeks after the operation some rice grains and 
other undigested food drained into the bottle. The 
tube was removed the next day, after which the 
wound dribbled some purulent discharge for two 
weeks, closing completely on February 8. The sinus 
wound and the surrounding skin showed no sign of 
digestion. The cystic fluid contained 512 units of 
amylase; after two weeks of drainage it contained 
256 units. The patient was discharged from the 
hospital on Feb. 17, 1945, in excellent condition. 


COMMENT 
Pancreatic evst is a dis . f infr 
ancreatic¢ cyst is a disease of infrequent oc- 


currence, although it is encountered often 
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enough to merit some consideration with re- 
gard to accurate diagnosis and effective treat- 
ment. A review of accumulated clinical records 
reveals that this diagnosis has been made in 
only 9 cases at the Lahey Clinie from its or- 
ganization in 1926 to October 1, 1945. Al- 
though in the recent fifteen years knowledge of 
lesions of the pancreas and the technic of their 
surgical management have advanced extraordi- 
narily, surgeons often encounter cases in which 
there is considerable difficulty in establishing a 
correct diagnosis before operation. 
Nevertheless, certain conclusions may be 
drawn from a review of this case history that 
may help to establish the diagnosis in future 


Fig. 2.—Situation of pancreatic cyst, the transverse colon being reflected. 1, Greater omentum; 2, transverse 
colon, reflected; 3, transverse mesocolon; 4, jejunum; J, cyst seen through thinned-out mesocolon. 
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eases. A pancreatic cyst manifests itself 
usually in two ways, by tumor and by pain; 
however, this is not at all pathognomonic. The 
case here reported demonstrates that both the 
history and the physical condition of a patient 
suffering from pancreatic accumulation subse- 
quent to trauma are often perplexing. Fair- 
child has shown that serious intra-abdominal 
trauma may be caused by external violence 
with little or no external evidence of injury. 
One concludes, therefore, that, even though 
the pancreas is so situated as to be well pro- 
tected, its rupture is probably less rare than 
is generally supposed. If this had been kept 
in mind, the diagnosis in our case would prob- 
ably have been accurate. This challenges us 
to be more mindful of the possibility of un- 
common conditions in every unusual ease. 

As to the differential diagnosis, several 
points are of interest. Our patient had a his- 
tory of epigastric pain, associated with hema- 
temesis and melena, that followed a direct 
trauma over the upper part of the abdomen. 
The possibility of contusion of the abdomen 
with partial rupture of the stomach was 
strongly suspected. On exploration, the stom- 
ach was apparently normal, and no evidence of 
subserous rupture could be identified. No 
injury of the bowel could be demonstrated. 
We are still in doubt whether the entire pie- 
ture could be explained solely on the basis of a 
single pancreatic lesion. In the second place, 
history did not make it possible for us to dif- 
ferentiate this case from a ease of late or de- 
layed rupture of the spleen subsequent to 
trauma. We were misled by the appearance of 
a tender swelling in the left upper abdominal 
quadrant seven days after trauma, accom- 
panied by a rapid reduction in hemoglobin 
content, although Kouchy and his associates 
have reported severe anemia in 1 of their 6 
cases. 

Various investigators report that roentgen 
examination is a major aid in the diagnosis, 
and gastric pneumograms have been taken in 
several questionable cases, with notable suc- 
cess. In our opinion this is not conclusive, al- 
though roentgenograms may prove valuable in 
the hands of an expert. 

The perforation of a pancreatic cyst, ac- 
cording to Koucky, is rare. but it must be 
considered in differential diagnosis of the 
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acute traumatic and nontraumatic abdominal 
lesions. Koucky and his co-workers reported 6 
eases of perforation into the free abdominal 
cavity and 1 of perforation into the duodenum. 
According to their report, the rupture appears 
to have been spontaneous and presumably 
secondary to the increased intracysti¢e pressure 
or to necrosis of the cyst wall due to trauma. 
Parsons, as early as 1857, and Ball in 1887 
both described cases of pancreatic cyst in 
which there was sudden disappearance of the 
abdominal tumor followed by severe diarrhea. 
Perforated pancreatic cysts are probably not 
as rare an occurrence as is generally supposed, 
because nature continuously demonstrates her 
corrective technic. Our case illustrates this 
well. When the abdomen was opened, a loop 
of jejunum was adherent to the cyst wall, 
which was about to burst. If the operation 
had been delayed, the cyst might have rup- 
tured spontaneously into the adherent jeju- 
num, as it did four weeks later. 

In our opinion, however, rupture into the 
peritoneal cavity would have preceded rupture 
into the jejunum, because gentle removal of 
the plastic exudate resulted in release of the 
accumulated pancreatie fluid, which was under 
tremendous pressure. 


THERAPY 


Only a few words will be said concerning 
treatment. A number of operations, including 
simple drainage, marsupialization with pack- 
ing, complete excision and various anastomoses 
of the cysts with the intestinal canal and gall- 
bladder have been developed, and each has its 
advocates. We believe “the simpler the better.” 
Simple drainage with a rubber tube was the 
operative procedure in our case, and the sinus 
wound healed completely within fifty days. 
Of course, a single case cannot be regarded 
as conclusive. We agree with others that a per- 
sistent pancreatic fistula is not greatly to be 
feared with this type of eyst, for, as Judd, 
Mattson and Mahorner have shown, the ab- 
sence of a lining of columnar epithelial cells 
permits the growth of granulation tissue and 
rapid obliteration of the cyst. 


SUMMARY 


The authors suggest disregarding the terms 
“pseudocyst” and “false cyst.” They report a 
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ease of pancreatic fluid accumulation subse- 
quent to trauma and discuss their observations, 
pointing out the difficulty of establishing a 
correct diagnosis before operation. A few 
points of diagnostic interest are discussed also. 
They advocate as simple an operation as possi- 
ble and state that persistent pancreatic fistula 
is not to be feared if drainage is adequate. 
The drainage tube should always be brought 
out through a stab wound lateral and posterior 
to the incision. 
RESUME 

Les auteurs suggérent qu’on abandonne les 
termes “pseudokystes” et “faux kystes.” Ils 
rapportent un cas d’accumulation de fluide 
pancréatique consécutif 4 un tramatisme. Ils 
diseutent leurs observations, soulignant sur- 
tout la difficulté d’établir préopératoirement 
un diagnostic correct. Quelques points tirés 
du diagnostic sont diseutés. Aussi, ils reeom- 
mandent une opération aussi simple que pos- 
sible et ils affirment qu’une fistule pancréa- 
tique persistante n’est pas 4 eraindre si le 
drainage est adéquat. 


ZUSAM MENFASSUNG 


Die Verfasser schlagen vor, die Bezeich- 
nung “Pseudozyste” und “falsche Zyste” auf- 
zugeben. Sie berichten einen Fall von im 
Anschluss an eine Verletzung aufgetretener 
Pankreassaftansammlung. Sie besprechen ihre 
Beobachtungen und heben die Schwierigkeit, 
eine richtige Diagnose vor der Operation zu 
stellen, hervor. Einige Punkte von diagno- 
stischer Bedeutung werden eroertert. Die Ver- 
fasser schlagen ferner vor, eine moeglichst 
einfache Operation anzuwenden und behaup- 
ten, dass eine staendige Pankreasfistel nicht 
zu befuerchten sei, wenn ausreichend drae- 
niert wird. 


RESUMEN 


Los autores aconsejan desatender los térmi- 
nos “pseudoquiste” y “quiste falso.”” Comuni- 
ean un easo de acumulacién de liquido pan- 
creatico subsecuente al trauma, y exponen sus 
observaciones, sefalando la dificultad que hay 
para establecer un diagnéstico correcto antes 
de la operacion. 
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Se estudian unos cuantos puntos de interés 
diagnéstico. También abogan por una opera- 
cién tan sencilla como sea posible y afirman 
que no debe de temerse a la fistula pancreatica 
si el drenaje es adecuado. 


RIASSUNTO 


Gli AA. deserivono un caso di aeceumulo di 
liquido pancreatico sucecssivo ad un trauma. 
Ritengono inesatto il termine di “pseudocisti” 
o di “eisti spuria.”” Aecennano alle difficolta’ di 
una diagnosi preoperatoria. Avanzano aleuni 
punti fondamentali per la formulazione di 
una diagnosi corretta. Consigliano un’opera- 
zione quanto piu’ semplice possibile. Riten- 
gono eecessivo il timore di una fistola pan- 
creatica persistente qualora il drenaggio sia 
sufficiente. 
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Bilharziasis of the Urinary Tract 
Some Clinical Aspects 


J. BITSCHAI, M.D., F.I.C.S. 


ILHARZIASIS is the main scourge of the 
Egyptian peasant and the principal con- 
cern of the Egyptian doctor, especially 
the urologist. Eleven million of eighteen mil- 
lion inhabitants are affected by this dreadful 
disease. One is therefore justified in speaking 
of an Egyptian urology. 

Although bilharziasis is rare in the United 
States, it has some general interest for two 
reasons. First, as a result of the war, bilhar- 
ziasis will be encountered not only in the many 
tropical countries where it is endemic, but in 
places where it has been introduced by persons 
who have resided for some time in tropical and 
subtropical countries. A large number of 
American soldiers, sailors and airmen have 
returned from the tropies, and the American 
physician or surgeon is now confronted with 
the problem of diagnosing and treating dis- 
eases rarely, if ever, encountered in the States 
before. It should not be forgotten that urinary 
schistosomiasis occurs not only in Egypt but 
in Arabia, East Africa, South Africa, Mada- 
gascar, Palestine, Australia and Europe (in 
some isolated centers in Portugal). As a mat- 
ter of fact, the Anglo-American literature of 
the last few years contains sporadie reports 
of urinary bilharziasis. The apparently diffi- 
cult endoscopic studies described therein 
would have been much easier had the authors 
been aware of the possible occurrence of the 
disease. 

The second and more important reason for 
discussing some aspects of urinary bilharziasis 
is that this disease produces an extraordinary 
variety of pathologic conditions resembling 
those associated with other diseases of the uri- 
nary tract. The study of bilharziasis is there- 
fore of great help to the study of urology in 
general; hence diagnostic rules and principles 
of therapy enunciated for bilharziasis are ap- 
plicable to other diseases of the urinary tract. 

No other condition proves in such an irref- 
utable manner the importance of considering 
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the urinary system as a series of interconnected 
organs constantly influencing each other, espe- 
cially when diseased. Many urologists, among 
them von Lichtenberg and Schwartz, have em- 
phasized the fact that in any urologie diag- 
nosis one should ascertain the repercussions of 
a pathologie condition in a given organ on the 
rest of the genitourinary tract. The final diag- 
nosis should, therefore, be based on complete 
physiopathologic data accumulated by a thor- 
ough examination. 

For many years surgeons have been stress- 
ing the principle of observing the pathogenesis 
of disease rather than the pathologie structure 
of the organ. Bilharziasis shows in a spectacu- 
lar manner that impairment of renal function 
may depend to a large extent on dynamic dis- 
turbances of the lower part of the urinary 
tract. This will bear repetition: The different 
parts of the urinary system must always be 
considered as inseparable, from the functional 
as well as from the anatomic point of view. 


Fig. 1—Plain roentgenogram showing typical bilhar- 
zial calcification of bladder and both ureters. 
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Fig. 2.—Double stricture of upper third of ureter, 

with secondary hydronephrotic dilatation of renal pel- 

vis and, to a lesser degree, of calyces; atonic dilatation 
of ureter due to bilharzial infiltration. 


Fig. 3.—Enormous bilateral dilatation of ureters fol- 
lowing strictures in their lower ends. (Intravenous 
pyelogram.) 
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The diseased ureter is the most important 
and common example. In the presence of 
urinary bilharziasis the ureter is affected in 
different ways and places, and the repercus- 
sions on the function of the urinary tract as a 
whole are accordingly multiple. The lowest 
part of the ureter is particularly affected. This 
ean be readily explained by remembering that 
the infection develops in the venous network 
and not in the lymphatic vessels. The ureter 
loses its elasticity, gradually becomes rigid and 
deformed and finally is replaced by a fibrous 


lig. 4.—Bilharzial stricture of lower third of ureter. 
Cured by resection of stricture. 


Fig. 5.—Stricture and kink of juxtavesical portion 
of ureter. Stricture is due to bilharzial infiltration of 
wall; kink is due to a periureterie adhesion. 
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tube, the lumen of which may ultimately be 
obliterated by contraction. 

To approach the subject first from a prac- 
tical angle, that of roentgen diagnosis, the 
main conditions that can be recognized by 
roentgenographiec study are as follows: 

1. Calcification —This is a mode of defense 
of the organism against the bilharzial ova, 
which are stuffed in the subepithelial layer, 
mostly in the lymphaties. It is just this calci- 
fication which produces roentgenopacity, 
typical in eases of bilharziasis of the urinary 
tract. During the contraction of the bladder 
and/or the ureters the ova are extruded into 
the lumen, and this lesion of the epithelial lin- 
ing creates favorable “lithogenic’” conditions. 
The whole ureter is seen as an opaque tube 
(Fig. 1). Knowledge of this condition is very 
important prior to transplantation of the 
ureters into the large bowel. 

2. Dilatation—This condition, often ac- 
companied by atonia, is the result of parasitic 
infiltration of the ureters (Fig. 2). Infection 
and obstruction, their two most terrible ene- 
mies, soon play havoe with the already dam- 


Fig. 6.—A, typical early periureteritis of second degree. B, stone in middle third of ureter, accompanied with 
slight dilatation of proximal portion. Pelvis is unaffected. 
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aged upper portion of the urinary tract, and 
at the operating table one sees huge ureters 
looking like loops of intestine in diameter and 
length (Fig. 3). It is obvious that in such cases 
one is confronted with several technical diffi- 
culties. 

3. Strictures.—Strictures (Fig. 4) develop 
from cicatrizing lesions of the epithelial lining 
and are places of election for stones to be 
formed or arrested. 

4. Kinks—Kinking (Fig. 5) due to peri- 
ureteric adhesions occurs as a result of an 
infection that ascends along the lymphaties 
around the urether. These kinks produce seri- 
ous impairment of renal function. In the 
United States one generally meets this condi- 
tion in cases of adnexitis in either female or 
male patients, in the latter instances indicating 
chronic inflammation of the prostate and the 
seminal vesicles. In a patient with bilharziasis, 
periureteritis manifests itself in many differ- 
ent ways. At times it is a reversible condition 
in which the ureters are of normal size and 
shape, the only pathologie sign being a perma- 
nently filled ureter as shown by a contrast 
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ig. 7—Combination of contrast medium and air in- 
sufflation, indicates multiple filling defects of varying 
size in course of ureter, due to bilharzial papillomas. 


roentgenogram (Fig. 64). At other times the 
ureter is tortuous, dilated and atonic. There 
are, of course, all sorts of intermediate states 
(Fig. 6B). The importance of the periureteral 
disturbance associated with different diseases 
is generally underestimated in respect to the 
damage done to the ureters and its repereus- 
sions on the function of the kidneys. 

In the beginning the condition may be cured 
by diathermy. Later, nephroureterolysis will 
have to be resorted to. If left untreated, the 
kidney is doomed and will soon become hydro- 
nephrotic. In my opinion this is the best ex- 
ample of conservative urologic treatment 
aimed at restoring normal function. 

5. Papillomas—These growths are some- 
times implanted in considerable numbers along 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


SEPTEMBER, 1950 


the ureters. My associates and I have used a 
combination of contrast medium and air or 
oxygen insufflation in the ureters in order to 
visualize these tumors (Fig. 7). This method 
is useful in any case of suspected tumor of 
the ureter. 

6. Calculi of the Urinary Tract.—The high 
incidence as well as the variety of stone forma- 
tion in the urinary tract in Egypt may be ex- 
plained by: (7) the different bilharzial mani- 
festations and (2) the frequency of intestinal 
infection (Fig. 8). Ureteral calculi especially 
are often seen in Egypt. They may have de- 
scended from the renal cavities and become 
arrested by a stricture, or they may have been 
formed by gradual deposition of mineral con- 
stituents of the urine. A large majority of 
stones of bilharzial origin belong to the latter 
group and are called primary stones. Bilharzia 
produees all the conditions favoring this loeal 
lithogenesis—if we may thus call it. The fol- 
lowing roentgenologic items are in favor of 
this theory : 

1. Extensive ureteral calculosis without any 
roentgen sign of nephrolithiasis or clinical 
symptoms of stone migration (Fig. 9). 

2. Bilateral huge calculi of particular size 
and shape (Fig. 10). 

3. Characteristic fusiform caleuli (Fig. 11) 
or others representing a complete cast of the 
dilated ureteral cavity with its kinks (Fig.12). 

Stagnant urine and the presence of a for- 
eign body, such as sandy patches, a papilloma, 
or a detached piece of epithelium, are ideal for 
primary calculus formation. Fig. 13 shows 
calculus formation of the ureter above a neo- 
plasm. (Another factor besides bilharziasis 
which has been responsible for the formation of 
a primary stone in the ureter is a simple cat- 
gut suture, as I reported in 1929). 

It is well known that ureteral stones present 
a series of technical operative difficulties. Even 
large stones are often movable in extremely 
wide and tortuous ureters, and if the surgeon 
does not take the precaution of fixing the eal- 
culus from the very beginning and plays with 
it instead, he will soon find out that the stone 
has played with him and has escaped up into 
the pelvis. 

The best technic for stones in the juxtavesi- 
cal portion of the ureter, especially when the 
condition is bilateral and accompanied by se- 
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Fig. 8.—4A, bilateral calculi in young Egyptian in good 
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general condition. Examination of urinary tract re- 


vealed minimal abnormalities as compared with those observed roentgenologically. B, plain roentgenogram, 
showing large numbers of calculi in lower pole of left kidney and enormous dilatation cf ureter. No roentgen 
signs of urolithiasis on right side. 


vere periureteritis, is in my opinion the mid- 
line incision followed by extraperitonization 
of the bladder. It is remarkable how incisions 
up to 4 or 5 em. long, in this part of the ureter, 


heal quickly. This is probably due to high vas- 
eularity. The bilharzial bladder, with its typi- 
cal roentgenogram, thanks to the calcium de- 
posits in its walls, is of high interest from a 


Fig. 9.—Le/t, primary ureteral calculi, numerous on left side. No history of renal colic; no renal stones. Right, 
huge bilateral calculi in lowest part of ureters. These were simultaneously removed through a midline incision. 
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Fusiform caleulus of ureter, quite common 


Fig. 10. 
in Egypt; probably primary. 


Fig. 11.—Enormous stone of left ureter, presenting 
almost a cast of three-fourths of the whole ureter. 
Caleuli in right kidney. 
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clinical as well as an experimental point of 
view. 

It is beyond dispute that bilharziasis can 
produce any sort of vesical tumor, from a 
minute papilloma to a highly malignant nodu- 
Jar eareinoma which kills the patient in a very 
short time. Figures 13 to 15 represent bilhar- 
zial tumor of the bladder. 

Often there appear in our outpatient clinies 
persons about 20 years of age who come with 
an already well developed, incurable cancer 
(Fig. 16). In private practice too, the urolo- 
gist is often consulted for similar conditions, 
with the curtain of the bilharzial tragedy about 
to fall on the last scene. These patients prob- 
ably have been repeatedly infected in child- 
hood. The epithelial lining of the bladder is 
constantly irritated and some of the epithelial 
cells break through the basement membrane 
and start to multiply wildly. 

Therapy.—As to the treatment of these vesi- 
cal tumors, I should like to emphasize two 
things: (7) the magnificent results obtained by 
endoscopic resection, which often surpass those 
by open partial resection, and (2) the enor- 
mous difficulty of radical operation; that is, 
cystectomy accompanied by transplantation of 
the ureters. The reason lies in the fact that the 
ureters are extremely damaged, especially in 
their lower parts; the trigone, the internal ure- 
thral orifice and the perivesical tissues are 
also extensively infiltrated. This fact explains 
why sclerosis of the vesical neck is such a fre- 
quent occurrence in Egypt. It is, on the other 
hand, a rather rare one in Europe or the 
States. 

Bilharziasis also affects the incidence of 
prostatic enlargement, because it produces 
such an extensive fibrous tissue deposition that 
the prostate undergoes marked atrophy. The 
now much smaller gland contains islets of 
calcified tissue scattered throughout. Prostatic 
abscesses are also observed. These pseudodi- 
verticula are important, because they act as 
multiple foci of infection. 

By ecystoscopie examination one sees only 
a transverse ridge stretching across the vesical 
neck, narrowing of the trigone and trabecula- 
tion of the bladder wall. 

Needless to say, these conditions are ideally 
suited for transurethral resection, and I think 
no urologist will attempt a suprapubic opera- 
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Fig. 12.—Upper left, two different pathologie conditions, both due to Bilharzia, at lowest part of ureter: 

primary stone formation in lumen and bilharzial tumor (cystadenoma) at vesical side, revealed roentgenologi- 

cally as filling defect. Upper right, photomicrograph of bilharzial cystadenoma. Lower left, same specimen, high 

power field. Note numerous calcified Bilharzia ova. Lower right, bilharzial carcinoma of bladder in 20-year-old 

Egyptian. Note large numbers of calcified Bilharzia ova at center. Patient had almost a metastatic lesion in 
epididymus. 


tion which will be “painful alike to the fingers 
and the conscience” (Roche). 

The prostatic portion of the urethra is a 
seat of typical bilharzial manifestations. 
Strictures are produced by infiltration and 
followed by atrophy of the posterior portion of 
the urethra. The presence of prostatic ab- 
seesses and urethral stricture explain the 


frequent occurrence of caleuli in the pros- 
tatie urethra (Figs. 17 and 18). 

Stagnation of urine in the posterior portion 
of the urethra and pathologie changes in the 
vesical neck apparently play a strong role in 
stone formation in the bladder as well as in 
the kidneys. 

Stricture of the urethra in Egypt differs in 
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finger being introduced into the posterior por- 
tion of the urethra, while a lithotrite is passed 
up to the stricture; the two are then approx- 
imated by an accordion-like compression of 
the stricture. 


SUMMARY 


Some highlights of the Clinie of Urinary 
Bilharziasis (“Egyptian Urology”) are given 
in a kaleidoscopic manner. The importance of 
roentgen study is stressed, and different sur- 
gical aspects are discussed. 


RESUME 


Nous avons ici un rapport trés intéressant 
de la clinique urinaire Bilharziasis (Urologie 
égyptienne). L’importance de |’étude a l'aide 
de rayons “X” est évaluée et les différents pro- 
cédés chirurgicaux sont analysés et discutés. 


RESU MEN 


En este trabajo se presentan de un modo 
caleidoseépico, algunos puntos de interés en 
Fig. 13.—Chronie prostatitis with stone formation fol- la cliniea de la bilharziasis urinaria (“Urolo- 
lowed by sclerosis of vesical neck. Note vesicoureteral gia egipeia”) destacando la importancia del 
se estudio roentgenografico vy considerandose sus 


three ways from stricture in countries where 
bilharziasis does not exist. First, stricture of 
the urethra is more common in Egypt. Second, 
the perineal fistula, which completes the stric- 
ture, is often seen in the Nile valley. It pre- 
sents a most ugly and frightful appearance 
and is often accompanied by periurethritis 
and periurethral abscesses; sometimes the 
urethral fistula has several tracts and opens 
not only in the perineum but in the scrotum 
and even in the anterior abdominal wall above 
the pubis. Third, the disease affects young 
adults and even children. 

One ean see at a glance how varied are the 
surgical problems that present themselves to 
the urologist in such eases. The results ob- 
tained by my associates and myself in the 
management of the urethral stricture have 
been very encouraging since we adopted a 
method I described in this Journal (Septem- 
ber 1946). Briefly, it consists of simultaneous Fig. 14.—Enormous cluster of huge stones in posterior 
manipulation by the two hands, the left index _ portion of urethra. Cured by suprapubie eystostomy. 
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diferentes aspectos quirtirgicos. ZUSAMMENFASSUNG 


Rivista sintetica della Bilharziosi urinaria. 
Speciale importanza viene attribuita all’inda- 
gine radiografica: la cura chirurgica viene 


RIASSUNTO 


discussa in base a determinate indicazioni. gische Gesichtspunkte werden eroertert. 


Echoes of the Past 
II. Swiss Contributions to Medicine and Surgery 
“La Science n’a pas de patrie,” said Louis Pasteur. This motto, adopted by the 
International College of Surgeons. is a constant reminder of the universality of 
science. A true scientist is a citizen of the world: his quest is for knowledge that will 
benefit all mankind. His knowledge is acquired for the good of all men, irrespective 
of their ancestry. Of all the sciences, medicine most nearly approaches the universal, 
for the names of those who brought about its advancement are names from many 
nations. Strangely enough that small but admirable nation Switzerland, whose citizens 
have contributed much to medicine and surgery, is not sufficiently honored in the roll 
call of great medical names. 

Anatomy is the first division of medicine that owes acclaim to the men of 
Switzerland. There was J. C. Peyer, who described the patches in the small intestine 
which bear his name. Other contributors to anatomy are J. C. Brunner, who discovered 
the submucosal glands in the duodenum, and J. H. Glaser, who described the 
petrotympanic fissure of the temporal bone. Another Swiss, C. Bauhin, was one of 
the earliest anatomists to study the ileocecal valve. His fellow-countryman J. J. Harder 
discovered the accessory lacrimal glands. In more recent years the name of W. His 
has been immortalized by the atrioventricular bundle of the heart, which bears his 
name. F. Goll is honored for his elucidation of the posterior spinal column. 

In the physiologic field, A. Koelliker is recalled as the creator of cytophysiology. 
The seventeenth century witnessed the publication of a masterful work on pathology 
entitled “Sepulchretum” (1679). This was written by Theophilus Bonet, the forerunner 
of Morgagni. Modern pathology honors E. Ziegler, whose classic treatise on patho- 
logic anatomy has been translated into every modern language. 

Categorically one would name Albrecht von Haller at the head of the list of 
physiologists. Following close behind would be the names of Theodore Kocher, L. G. 
Courvoisier, O. Naegeli, H. Sahli, C. Roux and J. L. Reverdin. Mention should be 
made of A. Yersin, who discovered the organism Bacillus pestis and perfected the 
serum against it. Little thought is given to the fact that Horner’s oculosympathetic 
syndrome is named for a Swiss, J. F. Horner. 

In the realm of surgery, a native of Switzerland, Thomas Rima (1775-1843), 
explained the disturbed blood circulation in varicose veins. His operations upon 
patients with this condition antedated those of Trendelenburg. Another Swiss surgeon 
of fame was J. Gonin, who invented an operative procedure for the treatment of retinal 
detachment. 

This enumeration of Swiss masters of medicine and surgery is a well deserved 
acknowledgement. Swiss men of science have demonstrated the true humanistic spirit 
of medicine. Switzerland, the cradle of democracy, has contributed worthily to the 
most democratic of all sciences—Bernard J. Ficarra, M.D., F.1.C.S. 
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Es werden in bunter Folge einige Schlag- 
lichter der Klinik der Bilharzschen Krank- 
heit (“Aegyptische Harnblutung”) gegeben. 
Die Bedeutung der Roentgenuntersuchung 
wird hervorgehoben, und verschiedene chirur- 
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Obstruction of the Lower Portion of the Urinary 
Tract in Infants and Children 


MEREDITH F. CAMPBELL, M.D. 


EARLY all obstructions of the urinary 
tract in the young are congenital ; ac- 
quired obstructions are predominantly 

the result of trauma or infection with subse- 
sequent searring of the urethra or its con- 
tiguous surrounding tissues. Of these various 
obstructive lesions, congenital stenosis of the 
external meatus and congenital contracture of 
the vesical outlet, in the order named, are by 
far the most common. In my experience con- 
genital stricture elsewhere in the urethra has 
ranked third. Other conditions to be considered 
here are stenosis of the prepuce, valvular ob- 
struction of the prostatic portion of the 
urethra, hypertrophy of the verumontanum, 
urethral and prostatic tumors and neuromus- 
cular disease of the vesical outlet causing ob- 
struction. With all these forms of obstruc- 
tion secondary calculous blockage may occur, 
as well as localized suppurative lesions, usually 
at or proximal to the primary obstructive 
lesion and commonly resulting from secondary 
infection and scar deposit. 

Uropathologie Picture in Urinary Obstruc- 
tion.—In all forms of obstruction of the uri- 
nary tract and at all ages, injury to the kid- 
neys is the primary vital consideration. There 
is not only the immediate direct back pressure 
effect, which leads to variable degrees of 
hydronephrosis, but the damage of the kidneys 
by complicating infection, which may be an- 
ticipated in every case of obstruction. In some 
instances complicating acute infection of the 
urinary tract or severe chronic infection is of 
itself fatal. As a therapeutic corollary, even 
though the obstructing lesion is removed the 
patient cannot be considered cured until the 
urine has been sterilized. 

Fortunately, in infravesical obstructions 
the bladder and later the ureters act as pro- 
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tective buffers for variable periods and, by 
dilatation, spare the renal pelves the full brunt 
of the back pressure damage. 

While the obstructive lesion exists, sec- 
ondary back pressure complications, and no- 
tably diverticulum of the bladder, are of rela- 
tively common occurrence (5 per cent). 
Diverticulum of the urethra proximal to the 
obstruction may occur, as I have observed in 
several young boys. Urinary stasis and infee- 
tion furnish ideal biophysical conditions for 
the development of complicating caleuli, which 
occur in 2 to 5 per cent of the cases. 

Symptoms.—The symptoms are quite similar 
in all types of obstruction of the lower part 
of the urinary tract, being characterized 
chiefly by frequency and difficulty of urina- 
tion, often with sluggishness in starting the 
stream (when the obstructive lesion is at the 
vesical outlet) or the passage of a threadlike 
stream (when the external urethral meatus is 
constricted). Secondary infection produces 
pyuria; hematuria is commonly observed and 
may result from congestion of the obstructed 
passages and/or complicating infection. 

As a result of the obstruction, pain in the 
lower abdominal or the suprapubic region may 
result from vesical distention, and distention 
of the upper part of the urinary tract may 
cause pain in the lateral portion of the loin or 
in the renal region, particularly near the 
costovertebral angle. As the back pressure 
phenomena progress, gastrointestinal dis- 
turbanees occur in at least half of the patients, 
and with complicating acute infection the 
clinical manifestations of so-called pyelitis may 
dominate the picture. If infection does not 
exist or is minimal, the progressive renal 
damage is reflected by suburemie or uremic 
symptoms. 

Diagnosis.—The diagnosis is readily made 
by complete urologic examination; phimotic 
stenosis or stenosis of the external urethral 
meatus, often with incrustation, is determined 
by inspection. Investigation of the deep por- 
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tion of the urethra requires cystourethroscopic 
study for correct identification of the obstruct- 
ing lesion, but preinstrumental excretory uro- 
grams, including voiding urethroeystograms, 
commonly disclose the proximal portion of 
the urinary tract to be dilated, and often the 
upper part is similarly involved. Even in 
cases of congenital stenosis of the external 
urethral meatus damage due to vesical back 
pressure is often advanced, occasionally with 
diverticulum formation and wide dilatation of 
the upper part of the urinary tract with pro- 
nounced renal injury. 

Congenital Stenosis of the Prepuce.—Phi- 
motie obstruction of clinical importance is 
comparatively rare, but I know of 5 cases in 
the New York metropolitan area in which 
there was not only gangrene of the prepuce 
but wide distention of the entire urinary tract 
behind the obstruction. When the condition is 
recognized, and this must be done early and 
promptly, dorsal or lateral slitting or cireum- 
cision is required. 

Congenital Stenosis of the External Urethral 
Meatus.—This is an extremely common anom- 
aly in the young of both sexes. In boys it com- 
monly accompanies a long prepuce. In many 
boys the tight meatus become ulcerated, and, as 
the ulcer dries, a scab forms. When it cracks or 
is pulled off, blood appears on the clothing or 
may appear in the urine. Among pediatri- 
cians the condition is widely accepted as a 
result of faulty diet, particularly as regards 
ingestion of fats, and is also alleged to result 
from ammoniacal diapers. It appears chiefly 
in circumcised boys, but it occurs also in the 
uncircumcised, in whom, in the absence of 
evaporation of the subpreputial exudate, ulcer- 
ation occurs (but without scab formation). 
Yet the condition is not limited to infaney and 
the ammoniaeal diaper ; I have seen it in many 
boys long out of diapers. Difficulty in urina- 
tion, often with hematuria, frequency and 
pain, is the usual symptom. Complicating uri- 
nary infection and its manifestations, as well 
as pain in the proximal portion of the urinary 
tract, are often part of the clinical picture. 
The diagnosis is made by inspection. In some 
cases cystourethrograms have shown the 
urethra to be widely dilated behind the meatal 
obstruction, and in at least 2 instances the 
bladder was not only dilated but showed a 


CAMPBELL: URINARY OBSTRUCTION IN CHILDREN 


moderate-sized diverticulum which developed 
as a back pressure blowout. Dilatation of the 
upper portion of the urinary tract is not un- 
usual. This relatively simple but potentially 
grave condition should be recognized not only 
by pediatricians but by general surgeons, 
especially urologists. Liberal meatotomy is the 
treatment of meatal stenosis in boys. After 
wide meatotomy, the mother or nurse should 
be instructed to separate the meatus daily, 
and after ten days sounds should be passed 
into the anterior portion of the urethra to keep 
the meatus dilated to acceptable size, at least 
to the size of a 14 F sound in a 1-year-old boy 
and to that of a 20 F sound in a 5-year-old. 
Despite these efforts, the meatus often grows 
together again and requires a repetition of 
meatotomy. At increasing intervals of two, 
four to six weeks or two, four to six months, 
progressive dilation of the meatus is performed 
to be sure that the orifice remains adequately 
patent. The treatment is completed by sterili- 
zation of the urine. Congenital meatal stenosis 
in girls practically never requires meatotomy ; 
periodic progressive dilation with sounds is 
adequate. 

Congenital Stricture Deeper in the Urethra. 
—This condition is simply a congenital nar- 
rowing of the canal without local inflammatory 
changes except as periurethritis may have de- 
veloped. Anatomically these congenital stric- 
tures are analogous to the narrowings com- 
monly seen in the intestinal, the hepatic, the 
ureteral, the vascular or the pulmonary tract, 
or even to congenital contracture of the vesical 
outlet. The symptoms are those of obstruction 
as enumerated previously. The diagnosis is 
made by the passage of small sounds, silk or 
olivary bougies which will be grasped, and in 
nearly all instances urethroscopic and ure- 
thrographie confirmation can be achieved. 
Treatment consists of periodic progressive dila- 
tion with small sounds beginning often with a 
sound of filiform caliber and progressing to a 
size normal for the patient’s age. Normally a 
10 F sound should readily be passed to the 
bladder of a l-year-old boy, a 15 F sound to 
the bladder of a 4-year-old, and an 18 F 
sound to the bladder of a 10-year-old. Yet 
these sizes indicate averages, and in the female 
a caliber at least 2 F greater is employed. The 
dilation is carried out at progressively length- 
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ening intervals of two, four, six or eight weeks 
and periodically thereafter as indicated; the 
stricture is cured only when it remains dilated. 

Traumatic stricture: In children this is 
usually the result of straddle injury but may 
follow acts of self-mutilation, particularly by 
the introduction of rough foreign bodies into 
the urethra. Characteristically such strictures 
are extremely dense and do not always respond 
readily to periodic dilation; for this reason 
some must be cut. Chronic gonorrheal stric- 
tures are today extremely rare in the young 
and manifest themselves exactly as do con- 
genital or traumatic strictures, although the re- 
sponse to instrumental dilation is usually more 
rapid than when the stricture is traumatic. 
In any event, when conservative progres- 
sive dilation with sounds is not satisfactory, 
urethrotomy must be performed. For anterior 
urethral stricture one employs internal ure- 
throtomy, cutting on the roof; for stricture of 
the bulbomembranous junction, perineal or 
external urethrotomy. These operations, how- 
ever, will be required seldom in the treatment 
of children. 

Congenital Valves of the Prostatic Portion 
of the Urethra.—These are mucosal redun- 
dancies of cusplike or finlike appearance 
which pass (7) from the region of the 
vesical outlet anteriorly to the posterior veru- 
montanum; (2) from the anterior verumon- 
tanum forward to the urethral wall; or (3) 
from any portion of the body of the veru- 
montanum to the lateral wall. They may also 
appear (7) as transverse partial or complete 
diaphragms, often of the iris type. The symp- 
toms produced are those of obstruction, and as 
a rule chronic vesical retention with overflow 
is present. In 1 of my patients, a boy 11 months 
old admitted to the hospital because of per- 
sistent constipation, interference with defeca- 
tion was due to compression of the rectum by 
the chronically overdistended bladder. The 
child had had no bowel movements for three 
weeks except by enemas, and even this help 
was not thoroughly effective. 

Enormous dilatation of the upper portion 
of the urinary tract commonly oceurs with 
valvular obstruction of the urethra in its 
prostatic portion and, unrelieved, the renal 
damage due to obstructive back pressure 
commonly causes a fatal termination in the 
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presence of uremia or urinary sepsis. Infection 
may be anticipated in all cases and is often 
the immediate cause of death. 

The diagnosis is made by eystourethroscopic 
study, at which time the cusplike structures 
in the prostatic portion of the urethra can 
usually be made to wave back and forth by 
manipulation of the irrigating stream, thus 
disclosing their anatomic conformation. These 
valves are to be sharply distinguished from 
normal or even slightly enlarged frenulae of 
the prostatic urethra, which commonly ex- 
tend from the vesical outlet to the verumon- 
tanum and also forward from the anterior end 
of the verumontanum; vet these do not ob- 
struct. In valvular obstruction the verumon- 
tanum is usually anomalous, being three to 
four times its normal length, and variably 
fills the prostatic portion of the urethra. 
Treatment consists of transurethral resection 
of the obstructing valves, employing the 
16 F miniature resectoscope either through 
the anterior portion of the urethra or 
through a perineal boutonniere (external ure- 
throtomy). This method of excision entails 
little or no shock and negligible bleeding. An 
indwelling catheter is left in the bladder for 
forty-eight hours and is then removed. When 
the condition of the child is desperate or far 
advanced, preliminary cystotomy drainage 
should precede transurethral resection of the 
valves and should be maintained until renal 
and general physiologic stabilization have been 
achieved. For protracted drainage, cystotomy 
rather than the indwelling catheter should be 
employed. Yet I have proceeded at once with 
transurethral removal of the obstruction in 
many children with a large vesical residuum 
and minimal infection. 

Congenital Hypertrophy of the Verumon- 
tanum.—This anomaly is the result of cellular 
enlargement rather than cellular multiplica- 
tion. The organ frequently becomes five to 
six times the normal size, fills the pro- 
static portion of the urethra and in several 
boys has extended back into the vesical outlet 
as a finger-like ball-valve projection. The 
symptoms and pathologie changes in the upper 
part of the urinary tract are those common to 
the obstruction of the vesical neck. The diag- 
nosis is made cystourethroscopically, and 
transurethral resection of the verumontanum 
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is the treatment. In many instances it is suffi- 
cient to remove one or two deep longitudinal 
grooves down the midline of the hypertrophic 
verumontanum, after which the organ will 
contract and cease to obstruct. Complete ex- 
cision of the verumontanum is seldom if ever 
indicated. In the conservative procedure, the 
ejaculatory ducts may be sealed off to induce 
sterility, but sufficient time has not elapsed 
and sufficient opportunity has not been offered 
for observation from which substantial con- 
clusions can be drawn. I have been able to 
perform a recheck examination in only 1 in- 
stance, the case of a boy whose enormous 
verumontanum was reduced by electrocoagula- 
tion more than fifteen years ago. His pre- 
marital examination failed to show sperm. His 
left testicle had been congenitally ectopie in 
the perineum and was replaced in the scrotum. 
A No. 3 F catheter could be passed 2 em. up 
the left ejaculatory duct but would not enter 
the right duct. Yet in these cases the urethral 
obstruction is grave, the patient’s life is in 
jeopardy and, unless the blockage is eradi- 
cated, premature death will remove the prob- 
lem of reproduction from the picture. 
Congenital Contracture of the Vesical Out- 
let—Contracture of this type occurs in both 
sexes, although it is more commonly recog- 
nized in the young male patient in whom the 
prostate itself is not primarily involved. In 
contracture of the vesical outlet the orifice is 
considerably reduced in caliber, sometimes 
nearly to pinhole size. The lesion is predomi- 
nantly a congenital narrowing of the vesical 
end of the urethra in a manner analogous to 
congenital stenosis of the external urethral 
meatus and congenital narrowings of the ure- 
ters and of the enteric and biliary tracts. In 
the absence of inflammation there is no true 
sclerosis, but histologically in most cases a sub- 
mucous fibrosis is demonstrable. The symptoms 
are those previously described and resemble 
in all respects the manifestations of prostatism 
in the adult male. Back pressure dilatation of 
the bladder and the upper part of the urinary 
tract is often extreme. The diagnosis is 
made by eystourethroseopie study, by which 
means the concentric collar-like contraction of 
the vesical outlet is easily seen. In the male the 
declivity between the vesical outlet and the 
verumontanum rises sharply to afford the pic- 
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ture of median bar obstruction. On the vesical 
side, the anterior trigone falls away abruptly 
in bas fond formation, with variable but 
usually marked hypertrophy of the trigone 
engendered by the increased effort required to 
pull open the vesical outlet. The interureteric 
bar is usually greatly thickened, and behind 
this a deep bas fond of the bladder floor is 
seen. Trabeculation varies from moderate to 
extreme and often is associated with extensive 
saccule, cellule and even diverticulum forma- 
tion. 

The recommended treatment is transure- 
thral resection of the vesical outlet employing 
the 16 F miniature instrument; I prefer the 
Nesbit model, which permits the detecting 
finger to be introduced into the rectum at the 
time the vesical outlet is resected. In perform- 
ing the resection, all obstructing tissue should 
be removed with due care not to perforate the 
vaginal roof in the female or the rectum in 
the male. With the finger in the male rectum, 
the tissue between the vesical neck and the 
rectal mucosa feels as thin as cigarette paper, 
and if there is some question as to how much 
tissue to remove, it is always better to err on 
the side of removing too little ; more tissue ean 
be removed at a later date if the patient can- 
not empty his bladder readily and completely. 

The amount of tissue removed must be suf- 
ficient to relieve the obstruction; no attempt 
is made to remove the prostatic tissue down 
to the prostatic capsule as is the objective in 
the adult male. When the operation is com- 
pleted, the floor of the posterior part of the 
urethra should be isoplanic with the anterior 
trigone. This may require removal of only 
four or five generous pieces of vesical neck, 
but sometimes it is necessary to excise as many 
as ten or fifteen pieces. In 1 boy with difficulty 
and frequency of urination the vesical outlet 
was obstructed by a large polypoid tumor that 
originated on the roof of the prostatic urethra 
and extended backward well into the bladder, 
eausing blockage by ball-valve action. It was 
removed by suprapubic excision. As a rule, in 
transurethral resection in the voung, bleeding 
is mild; an inlying catheter is employed for 
twenty-four to forty-eight hours. I have per- 
formed this operation on boys as young as 4 
months and on several under 2 years of age, 
in whom the perineal route (external ure- 
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throtomy) was employed because of an ex- 
tremely small anterior urethra. Moreover, I 
have done the operation several times on girls. 

Neuromuscular Vesical Disturbance.—Here 
we are concerned with the sphincterospastic 
type of obstruction of the vesical outlet in 
which the neurologic disturbance or dysfunc- 
tion is usually consequent to congenital spinal 
malformation, such as advanced spina bifida 
oceulta, spina bifida, meningocele, myelocele, 
meningomyelocele, sacral dermoid, teratoma 
or cyst. Rarely it may be due to trauma. In 
this variety of neuromuscular disease the 
vesical outlet (internal sphincter) is hyper- 
tonic, with considerable hypertrophy of the 
internal sphineterie musculature: The cysto- 
scopic picture closely resembles and is some- 
times indistinguishable from that of con- 
genital contracture of the vesical outlet. In 
such eases the differential diagnosis must 
rest upon (7) roentgenologic demonstration 
of spinal defects, (2) neurologic examination, 
which demonstrates somatic disturbances and 
particularly saddle anesthesia of the perineum 
with perianal involvement, and/or (3) eysto- 
metric study in which the curve is that of 
diminished sensation and greatly increased 
capacity. Cystoscopically the bladder wall 
often shows the fine trabeculation of neuro- 
trophic disturbance, but coarse trabeculation 
with cellule and saccule formation is some- 
times seen. In this variety of neuromuscular 
disturbance, functional improvement is some- 
times achieved by neurosurgical methods. This 
generally includes liberation from fibrous com- 
pression or bony impingement of the nerves 
that eventually supply the bladder. Improved 
vesical emptying can usually be achieved by 
transurethral resection of the vesical outlet in 
the same manner described under congenital 
contracture of the vesical neck. In general, 
the operation should be more conservative 
than that for congenital contracture, with re- 
moval of less tissue. Canalization of the inferior 
vesical segment at 6 o'clock often suffices. 
Should it be found that inadequate tissue has 
been removed and a large vesical residuum re- 
mains, additional tissue excision must be ear- 
ried out; yet vesical emptying is often 
achieved by the administration of cholinergic 
drugs, such as acetylcholine and urocholine. 
In some cases dysfunction of the vesical neck 
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will persist despite the aforedescribed surgical 
therapy, and, if a large amount of residual 
urine remains, prolonged suprapubic cys- 
tostomy, sometimes permanent, must be in- 
stituted. 

Other infravesical lesions blocking the vesi- 
cal outlet are sometimes observed in children, 
particularly trigonal curtain obstruction and 
enormous ureterocele extending down to ob- 
struct the vesical outlet and in the female even 
prolapsing through the entire urethra. Pro- 
static sarcoma is a rare condition that causes 
progressive and complete vesical neck obstrue- 
tion. I have seen the condition in 4 boys under 
the age of 5 years and in 2 others in the late 
teens. As a rule the prognosis is death in four 
months from the time the diagnosis is made. 
In 2 of my eases radical excision of the blad- 
der and prostate was carried out, together with 
bilateral cutaneous ureterostomy based on the 
expectation of reimplanting the ureters into 
the bowel should the patient appear cured of 
the tumor. In a 2-year-old boy thus treated five 
months ago and showing a rapidly growing 
fibromyxosareoma, recurrence appeared one 
vear later in the stump of the transplanted 
right ureter. Ina 5-year-old boy with a rapidly 
growing fibrosarcoma of the prostate, com- 
plicating acute suppurative left pyelonephritis 
requiring nephrectomy was fatal two weeks 
after the operation. The boy could not tolerate 
sulfa drugs, was streptomycin-fast and showed 
diminution in his hyperacute infection (Es- 
cherichia coli and Aerobacter aerogenes) only 
after the administration of aureomycin. Yet 
this drug induced such profound vomiting 
that it had to be discontinued; at the time, 
intravenous aureomycin was not available. 


SUMMARY 


Congenital obstructive lesions of the urethra 
are relatively common, particularly stenosis 
of the external urethral meatus. All of these 
lesions cause essentially the same symptomatic 
picture, chiefly frequency and difficulty of uri- 
nation, often complicated by infection and 
followed, if unrelieved, by terminal uremia. 
Diagnosis is readily made by complete urologic 
examination. Urethral dilation is usually ade- 
quate in the treatment of urethral strictures; 
the lesions described as occurring in the pro- 
static portion of the urethra and at the vesical 
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outlet readily respond to transurethral resec- 
tion. Only by clinical alertness to the fre- 
queney and potential gravity of these condi- 
tions and by prompt diagnosis and treatment 
can a child be afforded hope of cure and the 
preservation of a more or less normally fune- 
tioning urinary tract. In general, the clinical 
and therapeutic problems are comparable to 
those of prostatic obstruction in adults. 


RESUME 


Les lésions obstructives congénitales de 
luréthre sont relativement fréquentes, surtout 
la sténose du méat uréthral externe. Toutes 
ces lésions déterminent essentiellement les 
mémes symptdmes, principalement la fré- 
quence et la difficulté d’uriner, souvent com- 
pliquées par l’infection et suivies aussi, si non 
soulagées, par l’urémie. Le diagnostic est fa- 
cilement fait par un examen urologique com- 
plet. La dilatation de l’uréthre est ordinaire- 
ment adéquate pour le traitement dans le 
retrécissement uréthral. Les lésions décrites 
survenant dans la partie prostatique de 
Vuréthre et 4 ’ouverture vésicale cédent a une 
résection transuréthrale. Ce n’est que par une 
alerte clinicale de la fréquence et de la gravité 
potentielle de ces conditions et par leur diag- 
nostic et leur traitement prompts qu’on peut 
espérer guérir et conserver un systéme uri- 
naire fonctionnant plus ou moins normale- 
ment. En général, les problémes cliniques et 
thérapeutiques sont analogues 4 ceux qu’on 
rencontre dans l’obstruction prostatique chez 
les adultes. 


RIASSUNTO 


Le anomalie congenite a carattere ostruttivo 
dell’uretra sono relativamente comuni: in mo- 
do speciale, la stenosi del meato uretrale ester- 
no. Tutte queste anomalie danno luogo agli 
stessi sintomi: principalmente a disuria e pol- 
lachiuria, spesso complicate da infezioni e—se 
non curate—ad un’uremia terminale. La dia- 
gnosi viene posta con facilita’ da un esame 
urologico completo. La dilatazione uretrale e’ 
generalmente sufficiente per ovviare ad un 
restringimento uretrale. Le lesioni situate al 
livello della porzione prostatica dell’uretra e 
dello sboeeo vescicale rispondono bene ad una 
resezione transuretrale. 

La speranza di una guarigione e la conser- 
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vazione di una funzione urinaria piu’ 0 meno 
normale sono affidate—nei bambini—ad una 
diagnosi pronta e ad una cura tempestiva. 

I problemi clinici e terapeutici sono—fino 
ad un certo punto—simili a quelli che ricorro- 
no nell’ostruzione prostatica degli adulti. 

La frequenza e la potenziale gravita’ di 
queste anomalie vanno tenute sempre presenti. 


ZUSAM MENFASSUNG 


Angeborene Verschluesse der Harnroehre 
sind verhaeltnismaessig haeufig, besonders die 
Verengung des aeusseren Harnganges. Alle 
derartigen Veraenderungen rufen im wesent- 
lichen das gleiche Symptomenbild hervor; es 
besteht vor allem in Haeufigkeit und Schwie- 
rigkeit des Harnlassens, ist oft kompliziert 
durch Infektionen und endet in unbehandel- 
ten Faellen mit Uraemie. Die Diagnose wird 
ohne Schwierigkeiten durch eine vollstaendige 
urologische Untersuchung gestellt. Harnroeh- 
rendehnungen reichen gewoehnlich aus zur 
Behandlung von Harnroehrenstrikturen ; die 
Veraenderungen, die in der Portio prostatica 
der Harnroehre und am Blasenausgang_ be- 
schrieben werden, sind der transurethralen 
Resektion leicht zugaenglich. Nur dureh kli- 
nische Wachsamkeit gegenueber der Haeufig- 
keit und der moeglichen ernsten Entwicklung 
soleher Erkrankungen und durch unverzueg- 
liche Diagnose und Behandlung ist es moeg- 
lich, einem Kind Hoffnung auf Heilung und 
die Erhaltung eines mehr oder weniger nor- 
mal funtionierenden Harnsystems zu sichern. 
lich, einem Kind Hoffnung auf Heilung und 
therapeutischen Probleme mit denen der Pro- 
stataobstruktion beim Erwachsenen verglichen 
werden. 


RESU MEN 


Las lesiones obstructivas congénitas de la 
uretra son relativamente frecuentes, especial- 
mente la estenosis del meato uretral externo. 
Todas estas lesiones causan fundamentalmente 
el mismo cuadro sintomatico caracterizandose 
por la frecuencia y dificultad en la miccidén, 
complicada a menudo por infeccién si no se 
trata de una uremia terminal. El diagnéstico 
se hace facilmente mediante un examen uro- 
l6gieco completo. La dilatacién uretral gene- 
ralmente es apropiada para el tratamiento de 
las estenosis uretrales, describiéndose las le- 
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siones como localizadas en la porcién pros- 
tatica de la uretra y en su union con la vegiga 
urinaria y respondiendo facilmente a la re- 
seccién transuretral. La tinica esperanza de 
curacién y conservacion de un tracto urinario 
mas 0 menos normal en su funcionalismo en 
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los nifios que presentan esta afeceion, reside 
en que el clinico esté alerta en cuanto a la 
frecuencia v posible gravedad de este proceso. 
En general, los problemas clinicos y terapéu- 
ticos en este caso son comparables a los de la 
obstruccién prostatica en los adultos. 


of one extraordinary man.—Hubbard 


Wisdom at Work 


One machine can do the work of fifty ordinary men. No machine can do the work 


If you have built castles in the air, your work need not be lost; that is where 
they should be. Now put the foundations under them.—Thoreau 


If you want knowledge, you must toil for it; if food, you must toil for it; and if 


pleasure, you must toil for it; toil is the law.—Ruskin 
It is easier to fight for one’s principles than to live up to them.—Adler 
Distrust all in whom the impulse to punish is strong.—Nietzsche 
It is better to wear out than to rust out.—Cumberland 


Blessed is he who has found his work; let him ask no other blessedness. 


Violence does even justice unjustly.—Carlyle 


The good man is Nature’s creditor, giving her back better life than he had of her. 


—Carlyle 


—Seneca 
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ing retained secretions from the tracheo- 
bronchial tree. The bronchoscope has long 
been employed for viewing the trachea and 
bronchi and removing entrapped secretions. To 
introduce a bronchoscope during the operation 
requires one skilled in the procedure and is 


"Tine are two effective ways of aspirat- 
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Sights 


ENDO- 
TRACHEAL 
TUBE 


New endotracheal tube. 4, side view (actual size). B, right view. Metal adapter sight aligned to rubber tube 
sight; a-a’, septums of rubber endotracheal tube aligned with metal and rubber sights. C, front view. Note 


not entirely without danger. A bronchoscopic 
procedure may necessitate interrupting the 
operation or deepening the anesthesia. 

A simpler and more common method of aspi- 
rating bronchial secretions is the passage of a 
long rubber catheter through the endotracheal 
tube, with a suction apparatus attached to its 
upper end. This method of aspiration is a blind 
one. The anesthetist never knows in which 
bronchus the tip of the catheter is lying. The 
procedure does not allow systematic and com- 


slots in adapter which permit effective connection between metal adapter and rubber tube. D, diagrammatic 
sketches showing long rubber suction catheters with sights (c) at upper ends and curved rubber tips at lower 
ends. Sights at upper ends aid in aligning curved tips of long rubber catheters with right or left bronchus. 
Septums of endotracheal tubes help guide long rubber catheter tips correctly into right or left bronchus. E 


and F, detailed enlargements. 
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plete aspiration and is therefore inadequate. 

We have designed a modified endotracheal 
tube which we believe will simplify and im- 
prove endobronehial aspiration (see illustra- 
tion). This tube obviates the need of broncho- 
secopie work in many instances and enables 
the anesthetist to aspirate retained bronchial 
secretions from either the right or the left 
bronchus effectively and with certainty. We 
believe our new endotracheal tube offers the 
following advantages over bronchoscopic and 
blind-eatheter aspiration technies: 

1. The anesthetist is certain of the exact 
position of the catheter tip in the bronchial 
tree. 

2. The anesthesia and the operative pro- 
cedure continue throughout the aspiration. 

3. Injury to the trachea and bronchi caused 
by a foreed and misdirected catheter is avoided. 

4. A more complete and systematic aspira- 
tion of secretions from the right and left 
bronchus is made possible. 

5. Lipiodol instillation is accomplished with 
ease and accuracy. 

6. Aspiration by a rubber catheter is less 
traumatic than with a metallic bronchoscope. 

7. The necessity for specialized broncho- 
seopie procedures is reduced.* 


UN TUBE ENDOTRACHEAL MODIFIE 


Il y a deux moyens efficaces d’aspirer les 
séeretions retenues dans l’arbre trachéobron- 
chial. Le bronchoscope depuis longtemps est 
employé pour examiner la trachée et les 
bronehes et aussi pour faciliter l’enlévement 
des séerétions. L’introduction du bronchoseope 
durant l’acte opératoire demande de l’expé- 
rience et n’est pas entiérement sans danger. 
Le procédé bronchoscopique peut nécessiter au 
Vinterruption de Popération ou qu’on approft- 
ondisse l’anesthésie. 

Une méthode plus facile et plus répandue 
pour aspirer les sécretions bronchiales, est le 
passage d’un long cathéter en caoutchoue dans 
le tube endotrachéal; la partie supérieure du 
tube est attachée 4 un appareil a suction. 
Cette méthode d’aspiration est une méthode 
aveugle. L’anésthésiste ne sait jamais dans 
quelle bronche le bout du eathétér est placé. 


_ *The preliminary model for this new endotracheal tube 
is being completed. Further details may be obtained from 
the authors. 
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Ce procédé ne permet pas une aspiration com- 
plete. 

Nous avons proposé un tube endotrachéal 
modifié qui, nous croyons, simplifie et amé- 
liore l’aspiration endotrachéal (voyez Villus- 
tration). Ce type ne nécececiste pas l’emploi 
du bronchoscope dans beaucoup de eas. Dans 
plusieurs eas, il permit 4 l’anesthesiste d’as- 
pirer les sécrétions bronchoéales retenues, ou 
dans la bronche droite ou dans la bronche 
gauche avec efficacité et avec certitude. Nous 
croyons que notre nouveau tube endotrachéal 
posséde les avantages suivants sur la tech- 
nique bronchoscopique sur celle de l’aspiration 
par le aveugle. 

1. L’anesthésiste est certain de la position 
exacte de l’extrémité du cathéter dans l’arbre 
bronehéal. 

2. L’anesthésie et l’opération continuent 
durant le cours de l’aspiration. 

3. Les blessures de la trachée et des 
bronches, que peut causer l’introduction forcée 
du catheter, peuvent étre évitéses. 

4. Une aspiration plus compléte et systém- 
atique des séecrétions des bronches droite et 
gauche est possible. 

5. L’instillation de Lipiodol s’aeccomplit 
avee facilité et avee exactitude. 

6. L’aspiration par un ecathétér en caout- 
choue est moins traumatisante qu’avee un 
bronchoscope métallique. 

7. La nécessité de procédure pour l’examen 
spécialisé avee le microscope est décrite.* 


NUEVO TUBO ENDOTRAQUEAL: 
INFORME PRELIMINAR 


Existen dos maneras efectivas de aspirar 
las seereciones retenidas en el arbol traqueo- 
bronquial. Por largo tiempo se ha empleado 
el broncoscopio para examinar la traquea y 
los bronquios y para remover las secreciones 
de los mismos. Para introducir un _ broncos- 
copio durante una intervencién quirtrgica, 
se requiere una persona adiestrada en este 
procedimiento y, aun asi, no se esta entera- 
mente libre de peligro. Un procedimiento 
broneoseépico puede necesitar la interrupeién 
de la operaci6n o una anestesia mas profunda. 

Un método mas simple y mas corriente de 
aspirar las secreciones bronquiales es el paso 

*Le modele préliminaire de ce nouveau tube endo- 


trachéal est en voie d’achévement. Les details supplé- 
mentaires peuvent étre obtenus de l’auteur. 
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de un cateter de caucho largo a través del tubo 
endotraqueal con un aparato de suecién ad- 
junto a su extremo superior. Este método de 
aspiraciOn se hace a ciegas, ya que el anes- 
tesista nunea sabe en que bronquio descansa 
la punta del cateter. El procedimiento no per- 
mite una aspiracién sistematica y completa 
y por lo tanto es inadecuado. Hemos disefiado 
un tubo endotraqueal modificado que creemos 
simplificaré y mejorara la aspiracién endo- 
bronquial (véase la ilustracién). Este tubo 
evita la necesidad de la broneoscopia en 
muchos casos y permite al anestesista aspirar 
las seereciones bronquiales retenidas en los 
bronquios derecho 0 izquierdo de modo efee- 
tivo y con certeza. Opinamos que nuestro 
nuevo tubo endotraqueal posee las siguientes 
ventajas sobre las técnicas de aspiracion bron- 
coseépicas y del cateter a ciegas. 

1. El anestesista esta seguro de la posicién 
exact de la punta del cateter en el arbol 
bronquial. 

2. La anestesia y el procedimiento opera- 
torio contintia a través de la aspiraci6n. 

3. Se evita el lesionar la traquea y los 
bronquios debido a un eateter forzado y mal 
colocado. 

4. Se facilita una aspiracién mas completa 
y sistémica de las secreciones de los bronquios 
derecho e izquierdo. 

5. La instilacién de lipiodol se realiza con 
facilidad y precisién. 

6. La aspiracién por medio de un eateter 
de caucho es menos traumatica que con un 
broneoscopio metalico. 

7. Se reduce la necesidad de los procedi- 
mientos broncoseépicos especializados.* 


EINE NEUE ENDOTRACHEALE ROEHRE 
VORLAUFIGER BERICHT 


Es gibt zwei wirksame Wege der Absau- 
gung von Sekretverhaltungen aus dem Tra- 
cheobronchialbaum. Das  Bronchoskop _ ist 
lange angewandt worden, um die Luftroehre 
und die Bronchien zu inspizieren und einge- 
klemmte Absonderungen zu entfernen. Ein 
Bronechoskop waehrend einer Operation ein- 
zufuehren, erfordert eine mit dem Verfahren 
vertraute Person und ist nicht ganz unge- 
faehrlich. Eine bronchoskopische Prozedur 

*El] modelo preliminar de este nuevo tubo endotraqueal 


se esté terminando. Pueden obtenerse mds detalles de 
los autores. 


HARRIS AND GLASSMAN: NEW ENDOTRACHEAL TUBE 


kann eine Unterbrechung der Operation oder 
eine Vertiefung der Narkose notwendig ma- 
chen. 

Eine einfachere und ueblichere Methode 
Bronchialsekrete anzusaugen besteht in der 
Einfuehrung eines langen Gummikatheters 
dureh das Endotrachealrohr, an dessen oberen 
Ende ein Saugapparat angeschlossen ist. Dies 
ist eine blinde Ansaugungsmethode. Der Nar- 
kotiseur weiss nie, in welchem Bronchus die 
Spitze des Katheters liegt. Das Verfahren 
gestattet keine systematische und vollstaen- 
dige Absaugung und ist daher unzureichend. 

Wir haben ein modifiziertes Endotracheal- 
rohr entworfen, das, wie wir glauben, die en- 
dobronchiale Absaugung vereinfacht und ver- 
bessert (siehe Abbildung!). Dieses Rohr 
macht die Notwendigkeit einer Bronchoskopie 
in vielen Faellen ueberfluessig und versetzt 
den Narkotiseur in die Lage, die verhaltenen 
Bronchialsekrete entweder aus dem rechten 
oder aus dem linken Bronechus wirksam und 
sicher anzusaugen. Wir sind der Meinung, 
dass unser neues Endotrachealrohr gegenue- 
ber der bronchoskopischen Ansaugung und 
gegenueber der mit einem blinden Katheter 
ausgeuebten Methode folgende Vorteile hat: 

1. Der Narkotiseur ist der genauen Lage 
der Katheterspitze im Bronchialbaum sicher. 

2. Narkose und Operation werden waeh- 
rend der Ansaugung ununterbrochen fort- 
gesetzt. 

3. Eine Verletzung der Luftroehre und der 
Bronehien durch gewaltsame und falsch ge- 
leitete Einfuehrung des Katheters wird ver- 
mieden. 

4. Eine vollstaendigere und systemati- 
schere Ansaugung der Sekrete aus dem rech- 
ten und linken Bronehus wird ermoeglicht. 

5. Lipiodol kann mit Leichtigkeit und Ge- 
nauigkeit eingefuehrt werden. 

6. Die Ansaugung dureh einen Gummika- 
theter ist weniger traumatisch als die dureh 
ein metallisches Bronchoskop. 

7. Die Notwendigkeit spezialisierter bron- 
choskopischer Verfahren wird herabgesetzt.* 


UN NUOVO TUBO ENDOTRACHEALE 


L’aspirazione di secreti stagnanti nell’albero 
tracheo-bronchiale puo’ essere effettuata col 
*Das vorliufige Modell dieses neuen Endotrachelroh- 


res wird zur Zeit fertig gestellt. Weitere Einzelheiten 
sind bei den Verfassern erhaeltlich. 
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broncoscopio e con un tubo endotracheale. 
L’inserzione del bronecosecopio durante un in- 
tervento operativo richiede pero’ personale 
specializzato e non e’ completamente esente 
di pericoli. La broneoseopia puo’ richiedere 
Vinterruzione dell’operazione, oppure un’anes- 
tesia piu’ profonda. 

Il passaggio di un eatatere di gomma nel 
tubo endotracheale, collegato ad un appa- 
reechio di aspirazione, e’ una procedura piu’ 
semplice ma cieca. L’anestetista non e’ mai in 
grado di sapere in quale broneo si e’ infilata 
la punta del catetere. L’aspirazone non e’ d’al- 
tra parte completa: spesso e’ insufficiente. 

Eeco perche’ A. ha ideato un nuovo tubo 
endotracheale che semplifica e migliora l’as- 
pirazione bronchiale. I] tubo elimina spesso la 
necessita’ di una broneosecopia, mentre offre 
all’anestetista la sicurezza di un’aspirazione 
completa sia del bronco destro, sia del bronco 
sinistro. 
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I vantaggi di questo nuovo tubo sono i 
seguenti: 

1. La posizione del tubo nell’albero bron- 
chiale e’ esattamente nota all’anestetista. 

2. L’anestesia e l’operazione procedono in- 
disturbate durante le manovre di aspirazione. 

3. Non esiste il pericolo di offendere la 
trachea ed i bronchi da un’introduzione for- 
zata o sbagliata del catetere. 

4. L’aspirazione dei secreti dal bronco des- 
tro o sinistro e’ piu’ completa. 

5. L’instillazione di Lipiodol puo’ essere 
effettuata facilmente ed accuratamente. 

6. L’aspirazione con un eatetere di gomma 
e’ meno traumatica del broneoscopio. 

7. Viene ridotta la necessita’ di ricorrere a 
personale specializzato per la broneoscopia. 


Il modello preliminare del nuovo tubo endotracheale 
e’ completato. Ultericri dettagli possono essere richiesti 
all’A, 
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Preoperative and Postoperative Nutrition for 


Surgical Patients with Carcinoma of the Large Bowel 
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materials for the control and improve- 

ment of nutrition in the cancer patient 
has proved to be one of the greatest contribu- 
butions to gastrointestinal surgery. Discov- 
eries in alimentation in the past few years 
have not only afforded more patients the bene- 
fit of operation and signally reduced mortality 
rates, but they have, perhaps more signifi- 
cantly, led us to the threshold of an era in 
which the guesswork pertaining to individual 
specific nutritional requirements and all un- 
certainty regarding the measures by which 
these needs can be met will be eliminated. At 
present, scientific evaluation of nutrition in 
the average patient facing operation is far 
from sufficient, and we must be content with 
what laboratory facilities can be brought to 
bear, together with our experienced clinical 
judgment. In the ways and means of adminis- 
tering needed nutriment we find ourselves in 
a somewhat more enlightened position. Indeed, 
it is now quite possible to supply the usual mal- 
nourished cancer patient with a surplus of 


development of new and _ puissant 


_utilizable protein and carbohydrate foods by 


either the oral or the parenteral route. It is 
the unusual patient who presents a feeding 
problem refractory to modern management. 
Protein Deficiency.—Numerous _investiga- 
tions by various groups have demonstrated 
malnutrition in patients with cancer of the 
gastrointestinal tract. Without exception these 
forms of undernourishment reflect themselves 
in blood and tissue protein loss. Restoration of 
protein, more than any other factor, reverses 
malnutrition. The evaluation of protein losses 
is not easy. Blood protein concentrations can 
be determined by laboratory methods with 
comparative simplicity, but tissue protein esti- 
mations, the more important of the two evalua- 
tions, are difficult to make with any degree of 


Read before the Second Annual Assembly, Italian 
Chapter, International College of Surgeons, May 1950, 
Padua, Italy. 

Submitted for publication July 21, 1950. 


accuracy and must depend upon careful elini- 
cal judgment. 

Hypoproteinemia is present with malnutri- 
tion in the cancer patient. Ariel’ observed 
hypoproteinemia in 59 of 100 patients with 
gastrointestinal cancer. One of us (H.E.B.), 
with his co-worker,? determined that 22 of 
74 consecutive patients (29.7 per cent) with 
cancer of the sigmoid and rectum presented 
hypoproteinemia, with protein levels of less 
than 6.5 Gm. per hundred cubic centimeters. 
Meyer and Kozell* reported that 29.3 per cent 
of their patients with gastrointestinal cancer 
were hypoproteinemic. In 1943 Binkley and 
his associates‘ disclosed that 23 patients of a 
group of 65, or 36 per cent, had plasma protein 
levels of less than 6.5 per cent per hundred 
cubic centimeters. Of these 65, 60 had appar- 
ently maintained adequate protein intake. 

Among the causes for malnutrition in the 
caneer patient the following factors have been 
most commonly postulated : 

1. Lack of proper dietary and vitamin in- 

take 

Poor absorption 

Loss of fluid and food as a result of 
vomiting or diarrhea 

Hepatic dysfunction 

Repeated hemorrhage 

Protein loss through exudation from ul- 
eerating lesions 

Increased catabolism of protein 

Effect of cancer in preventing normal 
production of serum protein® 

Minot® has asserted that “defective nutri- 
tion can arise when the diet seems adequate 
because of some disturbance in the state of the 
gastrointestinal tract and its contents, which 
may act adversely to ‘condition’ or enhance a 
deficiency of nutritional factors within the 
body proper.” 

Perhaps a less appreciated factor is poor 
dietary habits in persons of the age group in 
which cancer most frequently occurs. Kelly 
and Sheppard’ and also Youmans® and his 
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associates have demonstrated that many other- 
wise normal persons fail to avail themselves 
of proper diet. It is also well known that mid- 
dle-aged persons in general have a tendency 
toward obesity. Self-invented reducing diets 
are not uncommon, but striking protein and 
vitamin deficiencies are frequent even in obese 
persons. 

Mann and Stare® pointed out that “an ap- 
preciation of the nutritional aspects of dis- 
ease has been handicapped by two principal 
concepts: 1. The medical profession has been 
(and unfortunately in most quarters still is) 
trained to think of nutritional deficiencies in 
terms of overt and florid physical manifesta- 
tions; for example, the flagrant signs of beri- 
beri or scurvy. 2. The profitable returns from 
production and exploitation of nutritionally 
active substances have caused great pressure 
to be brought on both the patient and phy- 
sician, encouraging them to believe that many 
common physical disorders can be prevented 
and cured by profuse vitamin, mineral or 
protein medication. This philosophy exists at 
the expense of sound food habits in the home 
and sound nutritional diagnosis and therapy in 
the hospital and physician’s office.” In con- 
sidering the cancer patient these concepts are 
especially applicable. It is a common occur- 
rence to find poor nutritional conditions over- 
looked simply because the patient, clinically 
speaking, does not present the typical or text- 
book appearance of a deficiency state. This is 
well illustrated by a patient with cancer of the 
large bowel who has lost weight but clinically 
seems to be in a good state of nutrition. At 
operation a far different picture manifests 
itself. Blood pressure is found to be very un- 
stable and far out of proportion to the actual 
blood loss..° Surgical intervention is poorly 
tolerated. The postoperative course is pro- 
longed, with delayed wound healing. Compli- 
cations are numerous. Autopsy in such a case’” 
usually shows incipient heart failure and 
bronchopneumonia, fatty liver and failure of 
wound healing. 

The second concept has not infrequently 
been a factor in the failure to diagnose cancer. 
Consider, for example, the patient whose pre- 
senting complaints are anorexia, weakness and 
loss of weight. It is far too easy for the busy 
physician to overlook the possibility of malig- 
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nancy in his enthusiasm to administer vita- 
mins, protein hydrolysates or whatever other 
ambrosial comestible the “detail man” has 
projected into his armamentarium. 

Vitamin deficiency states are uncommon in 
the general population at present, according 
to Culver’s recent (1949) comprehensive re- 
view.’! Culver questions the need for wide- 
spread consumption of purified vitamin 
supplements and finds that “the minimal re- 
quirements for the vitamins essential to man 
are much less than the recommended dietary 
allowances.” Differing somewhat from this 
view is the testimony offered in the hearings 
held by the Food and Drug Administration 
which resulted in recent new Federal stand- 
ards for enriched flour. This testimony sup- 
ported the view that the average American 
diet does not furnish sufficient amounts of 
some essential vitamins and minerals to in- 
sure the public health so far as these dietary 
factors are concerned.'* Our experience has 
demonstrated that patients with cancer of the 
large intestine improve upon vitamin supple- 
mentation of their diet, and it is our practice 
to administer these in more than adequate 
dosage in the preoperative period. 

Detection of Protein Deficiency—We have 
already referred to the difficulty in evaluating 
protein deficiency, and we are in complete 
agreement with Murphy,'* who asserts that 
preoperative estimation of the degree of un- 
dernutrition depends more upon clinical acu- 
men than upon laboratory studies. We may 
go far in reducing “unknowns” by a well- 
planned study of the preoperative state. Fol- 
lowing the routine outlined by Lund and 
Levinson, the following data will yield a 
critical and simplified assessment : 

(1) Optimum weight of patient 

(2) Observed weight of patient 

(3) Plasma protein level 

(4) Plasma albumin level 

(5) Plasma volume 

(6) Nitrogen intake 

(7) Nitrogen output 

Interpretation of these observations in terms 
of protein and calorie requirements is usually 
not difficult, but one must be certain that the 
true values for each item have been obtained. 
Weight evaluation may be distorted by the 
presence of edema. Plasma protein levels will 
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vary when acute changes are superimposed 


upon chronic deficiencies. For example, the - 


patient with gastrointestinal cancer may have 
episodes of diarrhea with a concomitant loss 
of fluids and protein. Dehydration ensues, and 
blood plasma protein levels will be found to 
approach normal. 

Blood volume determinations will greatly 
serve to correct such discrepancies and should 
be employed without hesitation when indi- 
cated. As pointed out by Beling, Morton and 
Bosch,'® shrunken total blood volume with 
deficits of plasma, hemoglobin and cells, cireu- 
lating plasma proteins and body proteins may 
be extant. Usual estimations of hemoglobin, 
hematocrit and plasma proteins will not dis- 
close these deficits. Beling and his co-work- 
ers’ outlined a routine for accurate appraisal 
of such deficiencies. They found that if values 
are obtained for the specific gravity of plasma 
and whole blood and of the circulating plasma 
and whole blood volumes with dye T-1824 
(Evans’ blue) and calculated by simple arith- 
metie with the patient’s weight, it is possible 
to estimate the patient’s need for one or more 
of the components of the circulating blood. 

In eases of chronic illness the presence of 
hypoproteinemia indicates a large tissue pro- 
tein loss. Estimates for this vary, but Elman’® 
indicates that 30 Gm. of protein has been lost 
from the tissues when a deficiency of 1 Gm. in 
the albumin fraction of the plasma is reported 
by laboratory methods. Even higher ratios of 
plasma to tissue protein are reported."’ 

Youmans’® considers certain important dis- 
tinetions necessary in making a diagnosis of 
protein deficiency. The results of deficiency in 
the diet must be differentiated from the physi- 
cal state of deficiency of protein in the body. 
An inadequate intake of protein must be great 
enough and have persisted long enough to ex- 
haust the reserve stores before such a diagnosis 
ean be based upon this factor alone. Distine- 
tions must be made between protein deficiency 
as protein and protein deficiency as amino 
acids. Specific amino acid shortages occur. 

Undoubtedly diagnostic limitations prevail 
as to both history and physical examination. 
Nutritional edema is a rather signal physical 
indication, but this important implication oec- 
curs only in advanced states. With the applica- 
tion of laboratory observations to the evalua- 


GIAMBALVO ET AL.: NUTRITION FOR CARCINOMA PATIENTS 


tion of the history and physical examination 
plus clinical judgment, the deduction is com- 
plete. 

Preoperative Nutrition—In the preopera- 
tive patient it is advantageous to correct nu- 
tritional deficiencies by the oral route wher- 
ever possible. This avenue for the administra- 
tion of nutriment is unsurpassed, despite great 
strides now apparent in parenteral alimenta- 
tion. Studies by Keep, Riegel, Grigger and 
Barnes’® have interestingly demonstrated that 
when similar protein hydrolysate mixtures are 
given orally and parenterally, patients receiv- 
ing oral feedings are more easily maintained 
in nitrogen balance. Mok, Kozoll and Meyer 
supported this view by studies*® in which they 
discovered that oral administration of amino 
acids is superior to intravenous amino acids 
for securing positive nitrogen balance. 

To insure optimal preoperative nutrition 
with the usual hospital diet, it is important 
that the surgeon acquaint himself with the 
patient’s eating habits and the extent to which 
he partakes of the food provided. A surprise 
may be in store, because it is all too true that 
preoperative patients left on their own fare 
poorly. Appetite, unlike thirst, does not in- 
crease in proportion to tissue requirements. 
Anorexia, indeed, is characteristic of the mal- 
nourished person.’ Tui and his co-workers,”! 
in a study of dietary practices at Bellevue hos- 
pital, observed that the voluntary intake of 
hospital food will not keep a cancer patient in 
nitrogen equilibrium. Considerable urging on 
the part of physicians and nurses is necessary 
despite the serving of food with unusual sapo- 
rosity. Special nursing care is of great value 
but economically disadvantageous. 

Most modern preoperative diets are high in 
proteins and carbohydrates and low in resi- 
due. These are supplemented by between-meal 
feedings of one of the many commercial pro- 
tein concentrates or amino acid mixtures, with 
added carbohydrate usually in the form of 
dextrimaltose. Amounts of protein varying 
from 50 to 150 Gm. are thus added to the 
basic hospital diet. 

Skimmed milk powder is an excellent means 
of protein supplementation. It is easily ob- 
tained and inexpensive. Patients find it pal- 
atable when mixed with fruit juices, ginger 
ale, or eggnog. It can be added to soups and 
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cereals. Its composition is as follows :'° 


Protein 37.8 per cent 
Casein 32 per cent 
Lactalbumin 5.2 per cent 


0.5 per cent 
49.7 per cent 


Lactoglobulin 
Carbohydrate 


Fat 1 per cent 
Water 3. per cent 
Ash 8.5 per cent 


Skimmed milk powder is rich in the liver- 
protecting amino acid, methionine. 

It has been our experience** that a low resi- 
due diet consisting of 400 Gm. of carbohy- 
drate, 100 Gm. of protein and 100 Gm. of fat, 
supplemented by 60 to 80 Gm. of protein con- 
centrate or hydrolysate, resulted in an appre- 
ciable degree of weight gain. This diet pro- 
vided from 3,140 to 3,220 ealories with 1.5 
to 2 Gm. of protein per kilogram of body 
weight. 

Not uncommonly it is necessary to correct 
malnutrition more rapidly. A number of meth- 
ods are available for this procedure, but cer- 
tain principles must be fulfilled before proper 
protein utilization can occur. The most im- 
portant of these is the necessity of supplying 
an adequate caloric intake. With a high pro- 
tein intake it is estimated?’ that 50 to 60 
calories per Kg. of body weight must be ad- 
ministered. A suitable diet for restoration of 
a high protein level is recommended by 
Vareo 

6 eges 
2 egg whites 


Skim milk powder 120 Gm. 
Lactose* 300 Gm. 
Skimmed milk 100 Gm. 


The patient is urged to take 3 liters of this 
mixture per day which amounts to about 5,000 
calories. Five to seven days of this regimen 
are prescribed for each 10 per cent of body 
weight lost. 

Spence, Evans and Forbes?! recommend a 
high protein liquid diet composed of the fol- 
lowing ingredients : 


Powdered whole milk 150 Gm. 
Dehydrated beef and 
liver mixture 150 Gm. 


*Dextrimaltose, cane sugar, cerelose or corn syrup 
may be substituted. Koehler and Allen®® have observed 
that lactose has a pronounced tendency to cause diarrhea 
and flatulence. 
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Corn oil 50 Gm. 
Sucrose 150 Gm. 
Dextrimaltose 150 Gm. 
Chocolate 39 Gm. 
Water 1,000 ee. 


This can be given by mouth over twenty-four- 
hour periods and will supply 3,000 calories. 

Tube Feeding.—Sometimes unpleasant taste 
and other factors interfere with oral adminis- 
tration. Tube feeding is fairly simple and is 
very effective for providing high protein ali- 
mentation. 

A good deal of comfort in tube feeding de- 
pends upon the method employed. To avoid 
nasal trauma and discomfort we have inserted 
a tube of Penrose drain tubing. This feeding 
tube is of thin pliable rubber and may be 
made from a two foot segment of the 34 inch 
(1.9 em.) size. A silk ligature is placed at one 
end. Several cubic centimeters of mereury are 
then introduced into the other end and al- 
lowed to pool at the ligated extremity. About 
1 inch (2.5 em.) above this pool a second 
silk ligature is placed. Above this, several holes 
are made in the tubing to allow for the pas- 
sage of the food mixture.** The tube is easily 
passed through the nose, and the mereury 
causes it to slide rapidly by gravitation into 
the fundus of the stomach. The tube is an- 
chored with its tip in the stomach and is not 
permitted to work its way toward the pylorus. 
A homogenous liquid nutriment mixture is 
desirable. (The use of a mixmaster or other 
mechanical mixing device is recommended.) 
Instead of setting up the usual flask with an 
opening at the top, it is advised that the air 
vent be at the bottom, as is the case with intra- 
venous flasks. This will allow air bubbles to 
pass through the liquid and keep it in a state 
of agitation. 

Elman*® suggests that 20 Gm. each of a 
simple carbohydrate and a protein hydrolysate 
mixture in about 200 ce. of water be adminis- 
tered ten or fifteen times a day and at night 
if desired, thus permitting a protein intake of 
200 to 300 Gm. in twenty-four hours and an 
adequate ealory intake through the carbohy- 
drate consumption to promote utilization. It 
has been our practice to employ mixtures of 
protolysate, essenamine, casec, amigen or 
parenamine mixed with dextrimaltose in the 
amount of 300 Gm. each. Where powdered pro- 
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tein and dextrimaltose are used, 3,000 ec. of 
distilled water is employed as a diluent for 
twenty-four-hour periods. Vitamins and salt 
are added. 

Ferracani recommends tube feeding concen- 
trations of 100 Gm. of powdered bovine plasma 
per 1,000 ec. of water. Tui and his co-workers?’ 
point out that the too rapid administration of 
high amino acid mixtures will lead to hyper- 
aminoacidemia, which usually produces much 
nausea and vomiting. They recommend that 
initial doses be kept under 30 Gm. of amino 
acid. Later, amounts ean be inereased if de- 
sired. Occasionally diarrhea ensues and may 
become a serious impediment to hyperalimen- 
tation. Kaolin and powdered aluminum hy- 
droxide medications are to be avoided as they 
interfere with amino acid absorption. Apple 
sauce, apple powder, and pectin are considered 
of value. Paregoric is often necessary. Where 
diarrhea cannot be controlled, the formula 
must be diluted further or changed entirely. 

The liquid diets discussed in the section on 
preoperative nutrition are suitable for tube 
feeding. Stare and Thorn’ caution the inject- 
ing of air into the stomach in administering 
tube feedings. They recommend frequent feed- 
ings of small amounts, 50 to 100 ee. at hourly 
intervals. 

Postoperative Nutrition—In_ considering 
the postoperative nutritional needs of the pa- 
tient who has undergone a major intestinal 
operation it is well to be guided by the results 
of recent research supporting the contention 
that abnormal nitrogen losses occur after 
trauma. The National Research Council** has 
published important data stressing the sever- 
ity of these losses and the necessity of begin- 
ning high protein intake early. They found op- 
timal nutrition to be one of the most important 
aspects in the general treatment of conva- 
lescence and rehabilitation. 

Howard has submitted studies*® based upon 
observations of patients experieticing severe 
injuries. The average nitrogen loss in a group 
of patients was 225 Gm., or in terms of pro- 
tein, 1,400 Gm., which represented about 15 
pounds of muscle protoplasm. The maximum 
loss was noted six and six-tenths days after 
injury. A total of thirty-five days’ negative 
nitrogen balance was the average. Operative 
eases showed a somewhat shorter period of 
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negative nitrogen balance (nine days). How- 
ard found that the loss occurred primarily in 
the urine and attributed it to increased protein 
catabolism. Patients suffering from chronic 
diseases showed less disturbance of nitrogen 
equilibrium than did strong healthy persons, 
who sustained marked losses following severe 
injury. 

Ariel®® observed a greater fall in plasma 
protein in patients with cancer of the gastro- 
intestinal tract than in patients with other 
diseases. Our experience is in agreement. Not 
uncommonly have we noted severe nitrogen 
postoperative losses, losses which are too com- 
monly obscured by fluid imbalance and which 
do not manifest themselves until three or four 
days after the operation. At that time inani- 
tion, delayed wound healing and complications 
are common. 

When the facts are recognized it becomes 
imperative that early measures be taken to 
restore nitrogen equilibrium. Of greatest value 
has been the development of parenteral nutri- 
tion. This method is employed throughout the 
early postoperative period, until the patient 
can tolerate adequate oral feedings. At the 
time similar high protein administration, as 
described under preoperative nutrition, is 
initiated. 

Parenteral Nutrition—The subject of par- 
enteral nutrition is far too extensive to cover 
in this report, but it is hoped that a few recent 
practical applications of parenteral alimenta- 
tion may prove of some value to the clinician. 

The question invariably arises whether in- 
travenous feeding in itself can support posi- 
tive nitrogen balance. Until recently the an- 
swer to this question was in the negative. At 
present a number of developments have 
changed the picture, and in many patients it 
is quite possible to maintain positive nitrogen 
balance without oral or gastrointestinal admin- 
istration. We are on the verge of an era in 
which parenteral feeding may attain an equal 
status with oral feeding or may even surpass 
it. 

Human albumin has distinguished itself as 
being potent enough to secure positive nitro- 
gen balance quickly. A disadvantage lies in 
recent evidence that plasma proteins and 
especially plasma albumin may not be ade- 
quate as the only souree of nutritional pro- 
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tein.*! In experiments with rat growth the 
proteins of human plasma have been found 
deficient in isoleucine*? and those of human 
albumin in isoleucine and tryptophane.** 

Protein for some years has been furnished 
parenterally through the use of whole blood, 
plasma, albumin or casein hydrolysates. Whole 
blood is widely used and undoubtedly possesses 
much nutritive value. An important factor in 
this respect is the role whole blood plays in 
sparing tissue proteins. Whipple** has demon- 
strated clearly that much protein is diverted 
to hemoglobin formation and that actually this 
transfer may occur at the expense of blood 
and tissue protein. Coller*® therefore advises 
that hemoglobin levels be restored prior to in- 
tensive protein parenteral alimentation. 

The administration of plasma has long been 
considered an effective method of correcting 
nitrogen deficiencies, and in their studies 
Allen and his eco-workers** found it superior 
to amino acids for the establishing of positive 
nitrogen balance, despite the postulations of 
Elman,** who expressed the opinion that the 
exchange between blood protein and _ tissue 
protein occurs through the medium of amino 
acids and not through that of plasma protein. 

Human albumin is superior to whole blood 
plasma** for rapid restoration of protein losses. 
It is, however, almost prohibitively expensive, 
and the amount available is limited. 

Amino acids derived through casein hy- 
drolysis are of much value. An outstanding 
drawback has been the necessity of finding a 
way to furnish enough calories at the time 
the amino acids are administered, thereby pre- 
venting these substances from being burned by 
the body to replace needed calorie intakes. 
Intravenous dextrose has not been sufficient. 
Recently, alcohol has been employed with 
much suecess*® as a food from which a com- 
paratively large quantity of calories can be 
obtained. It is administered intravenously in 
5 to 6 per cent alcohol solutions. About 7 eal- 
ories are obtained from 1 Gm. of aleohol.*° 

Other methods of furnishing calories are 
rapidly being developed. Foremost of these 
methods has been the research in the field of 
fat emulsions for parenteral use.*! At present 
6 per cent,*? 15 per and 30 per cent*™ 
solutions have been attempted. We know of no 
commercial preparation as yet available, and 
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it seems apparent that a good deal more work 
is necessary before these substances will be in 
general use. 

Gelatin has been advocated by Riegel, Keep 
and their co-workers.** Their results have been 
noteworthy in that their patients received 30 
calories per Kg. per day and 0.3 Gm. of nitro- 
gen per Kg. per day. Macromolecular gelatin 
as a part of the nitrogen ration makes possible 
the use of a solution somewhat less hypertonic 
than is otherwise necessary. 

Kremen** has shown that nitrogen balance 
can be maintained by parenteral nutrition 
when as much as 3,000 ee. of a 5 per cent amino 
acid and 5 per cent dextrose solution is given, 
supplemented by 500 ec. of whole blood daily. 

Bovine protein hydrolysates have not been 
administered quite as generally as have hy- 
drolysates and amino acid solutions derived 
from casein. However, Weinstein*® has pre- 
sented some convincing work in which he in- 
dieates that bovine protein hydrolysates may 
be given safely by intramuscular and subcu- 
taneous routes, in addition to the usual intra- 
venous method. He found reactions to be at a 
minimum even though the rapid administra- 
tion of a 5 per cent solution was the routine 
manner of procedure. 

Our experience with the intravenous use of 
protein digests in patients recovering from a 
major bowel resection is comparable to that of 
Davis.** Our patients rapidly gain strength on 
this regimen; wound healing is more rapid, 
early ambulation is more easily effected and 
the incidence of complications is less. It has 
been our practice to administer 3,000 ec. of 
amigen or parenamine during the day follow- 
ing operation. Sufficient dextrose and alcohol 
are added to provide adequate calories; these 
amounts vary between 100 to 200 Gm. of dex- 
trose and between 120 ee. to 180 ee. of abso- 
lute aleohol administered as a 6 per cent solu- 
tion. Added to this are parenteral vitamins of 
the “B” complex and ascorbie acid (1,000 mg. 
every twenty-four hours). 

Operative Results a series of 1,014 cases 
of carcinoma of the colon and rectum, 790 
resections were performed. There were 40 post- 
operative deaths, or a mortality rate of 5 per 
cent. When this is compared with rates of ten 
years ago a rather remarkable improvement is 
observed. Much of this advance has been due 
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to the newer antibiotics, but it is our opinion 
that the improvement of preoperative and 
postoperative nutritional standards has also 
contributed materially, perhaps making a con- 
tribution even greater than the benefits of 
drug therapy. 


SUMMARY 


1. In recent years the treatment of nutri- 
tional deficiency in the preoperative and post- 
operative periods has developed to a high plane 
of efficiency. Less progress has been apparent 
in the perfecting of laboratory procedures for 
a quantitative assay of the extent of nutri- 
tional deficiency in body tissue. 

2. Protein loss is the most important factor 
in malnutrition. Among the causes of such 
loss are: 

A. Improper diet and inadequate vitamin 

intake 
B. Poor absorption 
C. Loss of fluid and food as a result of 
vomiting or diarrhea 

D. Hepatie dysfunction 

E. Repeated hemorrhages 

F.. Protein loss through exudation from ul- 
cerating lesion 

G. Increased catabolism of protein 

H. Cancer, preventing normal protein pro- 

duction 

3. A clinical evaluation of the state of nu- 
trition in the cancer patient can be determined 
by a knowledge of the following values: 

. Optimum weight of patient 
. Observed weight of patient 
. Plasma protein level 

. Plasma albumin level 

. Plasma volume 

. Nitrogen intake 

G. Nitrogen output 

4. The protein-deficient patient is best 
treated intensively by oral or parenteral (or 
combination) alimentation as long as a posi- 
tive nitrogen balance is obtained and main- 
tained. The deficiency has been corrected when 
equilibrium oceurs or nitrogen output equals 
intake. 

5. Intensive nitrogen replacement usually 
means the twenty-four-hour administration of 
carbohydrate and protein to supply 3,000 to 
3,500 calories. Two hundred to 300 Gm. of 
protein is administered. 


GIAMBALVO ET AL.: NUTRITION FOR CARCINOMA PATIENTS 


6. Protein catabolism is markedly apparent 
during the operative and postoperative pe- 
riods. This results in a serious postoperative 
fall in nitrogen blood and reserve supply. 

7. The parenteral administration of pro- 
tein early in the postoperative period is in- 
valuable in combating this loss, particularly 
when preoperative nitrogen intake has been 
adequate. One hundred to 200 Gm. of paren- 
teral protein is administered in 3 liters of so- 
lution, supplemented by absolute alcohol (100 
to 180 ee.) and 5 per cent dextrose per twenty- 
four hours. This solution furnishes the neces- 
sary calories for correct utilization of the ad- 
ministered protein. 

8. Ina series of 1,014 cases of cancer of the 
colon and rectum 790 resections were per- 
formed, with a mortality rate of 5 per cent. 
This low rate is due to a great extent to care- 
ful preoperative and postoperative nutritional 
management. 


RESUME 


1. Dans les années récentes, le traitement de 
déficience nutritive pendant les périodes pré- 
opératoire et postopératoire, s’est développé 
jusqu’a un haut degré d’efficacité. Moins de 
progres est apparent dans le perfectionnement 
des procédés de laboratoire pour déterminer 
quantitativement le degré de déficience des 
tissus corporels. 

2. La perte de proteine est le facteur le 
plus important dans Ja malnutrition. 

Parmi les causes de cette perte, on peut 
énumerer : 

(a) Le manque d’une diéte appropriée et 
d’ingestion des vitamines. 

(b) Pauvre absorption. 

(ec) Perte de fluide et daliments résultant 
de vomissements et des diarrhées. 

(d) Dysfonetion hépatique. 

(e) Hémorragies répétées. 

(f) Perte de proteine par |’éxaudation de 
lésion ulcéreuse. 

(g) Catabolisme exagéré de proteine. 

(h) Caneer empéchant l’élaboration nor- 
male des protéines. 

3. L’évaluation clinique de l’état de nutri- 
tion chez le malade cancéreux peut étre déter- 
minée par une connaissance de valeurs sui- 
vantes: 
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(a) Poids optimum du malade. 

(b) Poids actuel du malade. 

(ce) Niveau des protéines du plasma. 

(d) Niveau d’albumine dans le plasma. 

(e) Volume du plasma. 

(f) Ingestion de nitrogéne. 

(g) Elimination de nitrogéne. 

4. Le malade souffrant de défficience pro- 
teine sera traité intensivement par l’alimen- 
tation orale ou parentérale ou par les deux 
aussi longtempts qu’on pourra obtenir et maim- 
tenir une balance positive de nitrogéne. La 
défficience est corrigée quand il y a equilibre 
ou que l’ingestren de nitrogéne égale l’élimi- 
nation. 

5. Le remplacement intensif de nitrogéne 
demande l’administration de hydrate de ear- 
bone et de proteine pour fournir 3000 a 3500 
calories chaque vingt-quatre heures, 200 a 
300 gr. de proteine seront administrés. 

6. Le catabolisme des proteines est surtout 
apparent durant les période opératoire et 
postopératoire. Cela détermine une _baisse 
postopératoire sérieuse de nitrogéne sanguin 
et de sa réserve. 

7. L’administration de proteine de bonne 
heure dans la période postopératoire est de 
grande valeur pour combattre cette perte sur- 
tout quand l’ingestion préopératoire de nitro- 
géne a été adéquate. De 100 a 200 gr. de pro- 
teine parenterale seront administrés dans 3 
litres de solution, additionnée de 100 a 180 ee. 
d’aleool et 5% de dextrose pour une période 
de 24 heures. Cette solution fournit les calories 
nécessaires pour l'utilisation correecte de la 
proteine administrée. 

8. Dans la série de 1014 cas de cancer du 
edlon et du rectum, on fit 790 résection qui 
donnéerent une mortalité de 15%. Ce petit 
nombre de mortalités est di a la préparation 
préopératoire et postopératoire, de la nutrition. 


RESUMEN 


1. En los tiltimos anos el tratamiento de la 
deficiencia nutricia en los periodos pre- y 
postoperatorio ha ilegado a un alto grado de 
eficacia. Se ha observado menos progreso en 
el perfeccionamiento de los procedimientos de 
laboratorio para ensayar cuantitativamente el 
aleanece de una deficiencia nutricia en los 
tejidos organicos. 

2. El factor mas importante en las deficien- 
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cias nutricias es la pérdida de proteinas; figu- 
rando entre las causas que producen esta 
ecuada: 

a. Una ingesta dietética y vitaminica ina- 
decuada. 

b. Una absorcién deficiente. 

e. Pérdida de liquidos y alimentos como 
resultado de vomitos y diarrea. 

d. Disfuncién hepatica. 

e. Hemorragias frecuentes. 

f. Pérdida proteinica debida a exudados de 
lesiones ulcerosas. 

g. Catabolismo de proteinas aumentado. 

h. Caneer, que previene la produccion pro- 
teinica normal. 

3. Puede determinarse la evaluacién cli- 
nica del estado de nutricién en el paciente de 
caneer por el conocimiento de los siguientes 
valores: 

a. Peso maximo del paciente. 

b. Observacién del peso del paciente. 

ce. Nivel proteinico del plasma. 

d. Nivel de albimina del plasma. 

e. Volumen del plasma. 

f. Ingesta de nitrégeno. 

g. Produccidén total de nitrégeno. 

4. El paciente con una deficiencia proteinica 
se trata mejor por alimentacién oral o paren- 
teral (o ambas combinadas) intensa, siempre 
que se mantenga y obtenga un equilibrio de 
nitr6geno positivo. La deficiencia ha _ sido 
corregida cuando hay un equilibrio 0 cuando 
la produccién total de nitrégeno iguala a la 
ingesta. 

5. El reemplazo intenso de nitrégeno gene- 
ralmente significa administrar durante 24 
horas hidratos de carbono y proteinas para 
suministrar 3.000 a 3.500 ealorias. Se adminis- 
tran doscientos a trescientos gramos de pro- 
teinas. 

6. El eatabolismo proteico es notablemente 
aparante durante la operacién y periodos 
postoperatorios. Esto resulta en un descenso 
postoperatorio de nitrégeno en la sangre y en 
las reservas. 

7. La administracién parenteral de pro- 
teinas precozmente en el periodo postopera- 
torio es invaluable para combatir esta pérdida, 
particularmente cuando la ingesta preopera- 
toria de nitrégeno ha sido adecuada. Se ad- 
ministran 100 a 200 gramos de proteina paren- 
teral en 3 litros de solucién, suplementada por 
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alcohol absoluto (100 a 180 @e¢.) y 5% de 
dextrosa por periodos de 24 horas. Esta solu- 
cién suministra las calorias necesarias para 
la utilizacién correcta de la proteina sumi- 
nistrada 

8. De una serie de 1.014 casos de cancer del 
colon y del recto, se realizaron 790 resecciones 
con un promedio de mortalidad de 5%. Esta 
proporeién baja se debe en gran parte al 
cuidado nutricio pre- y portoperatorio. 

ZUSAM MENFASSUNG 

1. In den letzten Jahren hat sich die Be- 
handlung von vor und nach Operationen auf- 
tretenden Mangelerkrankungen zu einem ho- 
hen Grade der Wirksamkeit entwickelt. Ein 
geringerer Fortschritt ist in der Vervoll- 
kommnung der Laboratoriumsmethoden zu 
sehen, die den Grad des Naehrstoffmangels im 
Koerpergewebe quantitativ erfassen. 

2. Eiweissverlust ist der wichtigste Faktor 
in der Fehlernaehrung. Zu den Ursachen 
dieses Verlustes gehoeren: 

a. Mangel an hinreichender Nahrungs-und 
Vitaminzufuhr. 

b. Schlechte Absorption. 

e. Fluessigkeits-und Nahrungsverlust als 
Folge von Erbrechen und Durehfall. 

d. Leberfunktionsstoerung. 

e. Wiederholte Blutungen. 

f. Eiweissverlust durch Aussehwitzung aus 
Geschwueren. 

g. Gesteigerter Eiweissabbau. 

h. Verhinderung normalen Eiweissaufbaus 
dureh Krebs. 

3. Eine klinische Auswertung des Ernaeh- 
rungszustandes von Krebskranken kann dureh 
die Bestimmung der folgenden Werte erfol- 
gen: 

. Hoechstgewicht des Kranken. 

. Bestehendes Gewicht des Kranken. 
. Plasmaproteinspiegel. 

. Plasmaalbuminspiegel. 

. Plasmavolumen. 

f. Stickstoffzufuhr. 

g. Stickstoffausscheidung. 

4. Der an Eiweissmangel leidende Kranke 
wird am besten intensiv mit oraler oder par- 
enteraler (oder kombinierter) Ernaehrung 
behandelt, solange eine positive Stickstoffbi- 
lanz erzielt und aufrechterhalten werden 
kann. Der Mangel ist ausgeglichen, wenn ein 
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Gleichgewicht entsteht oder die Stickstoffaus- 
scheidung der Aufnahme gleichkommt. 

5. Unter intensivem Stickstoffersatz ver- 
steht man im allgemeinen die Verabfolgung 
einer Menge von Kohlehydraten und Eiweiss, 
die dreitausend bis dreitausendfuenfhundert 
Kalorien in vierundzwanzig Stunden liefert. 
Zweihundert bis dreihundert Gramm Eiweiss 
werden verabreicht. 

6. Eiweissabbau wird waehrend und nach 
Operationen deutlich merkbar und fuehrt zu 
einem ernsten postoperativen Sturz des Blut- 
stickstoffs und des Reservevorrats. 

7. Die parentale Verabfolgung von Eiweiss 
in den fruehen Stadien der postoperativen 
Periode ist in der Bekaempfung eines solchen 
Verlustes von unschaetzbarem Wert, besond- 
ers wenn die Stickstoffzufuhr vor der Opera- 
tion unzureichend war. Hundert bis zwei- 
hundert Gramm parenteralen Eiweiss’ werden 
in drei Litern einer Loesung alle vierund- 
zwanzig Stunden verabfolgt, ergaenzt durch 
absoluten Alkohol (100 bis 180 ee.) und 5% 
Dextrose. Diese Loesune liefert die fuer eine 
genaue Ausnuetzung des verabfolgten Eiweiss’ 
notwenigen Kalorien. 

8. In einer Serie von 1014 Faellen von 
Dickdarm-und Mastdarmkrebsen wurden 
790 Resektionen mit einer Sterblichkeit von 
5% ausgefuehrt. Diese geringe Quote ist zum 
grossen Teil der sorgfaeltigen praeoperativen 
und postoperativen Handhabung der Ernaeh- 
rung zu verdanken. 


RIASSUNTO 


1. La eura delle deficenze nutritive nel 
periodo che precede o sussegue le operazioni 
ha fatto in questi ultimi tempi dei rapidi 
progressi. Progressi molto piu’ modesti sono 
stati invece realizzati nei metodi di laboratorio 
che consentono di tradurre in cifre il limite di 
queste deficenze. 

2. La perdita di proteine e’ il fatto piu 
importante negli stati di denutrizione. Fra le 
cause piu’ comuni di questa perdita vanno 
annoverate : 

A. Maneanza di una dieta adatta ed in- 
sufficente introduzione di vitamine. 

B. Searso assorbimento. 

C. Perdita di liquidi e di alimenti in seguito 
a vomito e diarrea. 

D. Disfunzione epatica. 
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E. Emorragie ripetute. 

F. Essudazione da lesioni ulcerative. 

G. Quantita’ di azoto eliminato. 

H. Maneata produzione di proteine da car- 
cinoma. 

3. Lo stato di nutrizione nei cancerosi puo’ 
essere apprezzato clinicamente mediante i 
seguenti dati: 

A. Peso ottimo dei pazienti. 

B. Peso attuale dei pazienti. 

C. Livello delle proteine nel plasma. 

. Livello delle albumine nel plasma. 

E. Volume del plasma. 

. Quantita’ di azoto introdotto. 

G. Quaitita’ di azoto elininato. 

4. I pazienti che rivelano una deficenza di 
proteine vanno curati intensivamente con ali- 
mentazione orale 0 parenterale (o ambedue) 
fino a che il ricambio azotato diventa attivo 
e si mantiene tale. La deficenza e’ corretta 
allorquando un equilibrio si e’ stabilito, op- 
pure allorquando l’azoto eliminato equivale a 
quello introdotto. 

d. Da 200 a 300 gr. di proteine vanno som- 
ministrati nelle 24 ore quando si voglia rim- 
piazzare adeguatamente un ricambio azotato 
negativo. I] numero delle calorie va portato 
a 3000 - 3500 mediante contemporanea som- 
ministrazione di carboidrati. 

6. Il ecatabolismo delle proteine e’ accele- 

rato durante e dopo interventi operativi. Cio’ 
conduce ad una rapida caduta delle sostanse 
azotate nel sangue e negli organi di riserva. 
7. Gli AA. consigliano lo somministrazione 
parenterale di 3 litri di una soluzione conte- 
nente 200 - 300 gr. di proteine, 100 - 180 ee. 
di acool assoluto, e 5% di destrosio ogni 24 
ore, iniziando la somministrazione subito dopo 
Voperazione, allorquando piu’ rapida e piu 
intensa e’ la caduta del ricambio azotato. 
Questa soluzione fornisce le calorie necessarie 
per una corretta utilizzazione delle proteine. 

8. La percentuale di mortalita’ sopra 790 
resezioni per carcinoma del colon e del retto e’ 
seesa al 5% grazie specialmente alle accurate 
misure nutritive istituite prima e dopo l’ope- 
“azione, 
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Each man’s mind is an unknown land to himself, so that we need not be at such 
pains to frame a mechanism of adventure for getting to undiscovered countries. We 
have not so far to go before we reach them. They are, like the Kingdom of Heaven. 


within us.—Samuel Butler 
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Endometrioma of Sigmoid Producing Obstruction 


HENRY E. STEADMAN, M.D., A.1.C.S.* 
HAPEVILLE, GEORGIA 


NDOMETRIOMA? of the sigmoid is a 
rather infrequent occurrence. When it 
is found in the colon, the sigmoid is the 
most common location. In the absence of endo- 
metrial transplants elsewhere, such a lesion is 
most rare. Most of the cases of sigmoidal en- 
dometrial obstruction have been included in a 
collection of institutional cases. McGuff! re- 
viewed the 48 cases of intestinal obstruction 
observed at the Mayo Clinic from 1920 to 1946. 
In 16 of these cases there was clinical evidence 
of obstruction ; in 3 instances in the ileum, in 
10 in the sigmoid, and in 3 in the rectosigmoid 
portion. In 4 of the cases of sigmoid endome- 
trioma complete obstruction was apparently 
present. In his review of the literature, MeGuff 
found 1 ease of obstructing endometriosis re- 
ported by Myer in 1909; 2 by Cullen in 1920; 
1 by Sampson in 1921; 3 by Judd and Foulds 
in 1923; 1 by Braine in 1932; 2 by Cattell in 
1937; 2 by Thierstein and Allen; individual 
cases reported by Behrendt and Neumeyer, 
Okinezye, Friedman, Hepburn, Papin, Josefs- 
son, Grigsby, Patton and Patton, Milnor, 
Blaikley, Morrin, Lukins and Lukins, Ben- 
Asher, and 1 reported by Wood, Deibert and 
Kain. 

I found a ease reported by Smith? in 1943, 
and another by Schofield and Bacon* in 1938 
in which resections were performed because of 
an endometrioma. 

Richard Torpin, professor of gynecology at 
the University of Georgia School of Medicine 
and chief of the gynecology staff at the Uni- 
versity Hospital, stated in a personal com- 
munication: “I have never seen such a case as 
you outlined.” R. W. TeLinde, chief gyne- 
ecologist at Johns Hopkins, stated that he “has 
personally never seen a complete bowel ob- 
struction from endometriosis.” I am of the 
opinion that cases of complete bowel obstrue- 


*Fellow, Southeastern Surgical Congress; visiting sur- 
geon, Georgia Baptist Hospital and Crawford W. Long 
Memorial Hospital; instructor in Gynecology, Georgia 
Baptist Hospital School of Nursing, Atlanta. 

*The term “endometrioma” is used when extrauterine 
endometrial tissue presents itsIf as a definite tumefaction. 

Submitted for publication June 13, 1950. 
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tion, with clinical evidence of the said obstrue- 
tion, fall into the hands of the general surgeon 
rather than into those of the gynecologist. 

To date, the case here presented is the only 
case on record at the Georgia Baptist Hospital 
of sigmoidal obstruction resulting from the 
presence of an endometrioma. Recently, re- 
section was performed in 2 other cases of endo- 
metriosis of the sigmoid not causing complete 
obstruction. One was a ease of Davison and 
Letton, and the other a case of Selman and 
Linch.* 

The case presented here is unusual because it 
includes a definite sigmoidal obstruction due to 
a single endometrioma, and the absence of 
visual transplants in the abdomen, vagina, 
rectovaginal septum and umbilicus. 

Friedman‘ has stated that the lack of visi- 
ble implants at the time of operation does not 
necessarily mean that endometriosis is not re- 
sponsible for the symptoms or the pathologic 
process observed. 


REPORT OF CASE 


J. G. H., a 36-year old white woman, came to the 
office on Aug. 30, 1948, with the chief complaints of 
weakness, nausea without vomiting, bloating, con- 
stipation, and passing of much flatus. Her men- 
strual history was typical, the menses oecurring 
every twenty-eight days and lasting for five days, 
with only moderate discomfort. She had been mar- 
ried five years with no conception, although she 
did not use contraceptives. Her past and family 
history was noncontributory. She had never had 
any serious illness or undergone any surgical opera- 
tion except tonsillectomy. 

On examination she was found to be well de- 
veloped and well nourished, weighing 158 pounds 
(71.7 Kg.). The mucous membranes were a little 
pale. There was slight abdominal distention, and 
the percussion note was tympanic. The chest, heart 
and lungs were normal. Rectal examination failed 
to reveal any pathologie change. At pelvic exami- 
nation the uterus was found to be rather small and 
the fundus and cervix freely movable. The ovaries 


*T. C. Davison, Chief of Surgery, Georgia Baptist Hos- 
pital; A. H. Letton, W. A. Selman, and A. O. Linch, 
attending surgeons. 
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and tubes appeared normal. Cystice cervicitis was 
detected by inspection. The cysts were cauterized. 

The only important laboratory feature was a 
hemoglobin value of 70 per cent and a red blood 
cell count of 4,300,000 per cubic millimeter. The 
anemia was treated with an oral iron and vitamin 
preparation. 

On Dee. 20, 1948, the patient made her next ap- 
pearance at the office. She complained of chronic 
constipation. Her anemia had improved; the value 
for hemoglobin was now only 80 per cent. The cer- 
vix was healed. The patient’s weight was unchanged. 

A hysterosalpingogram was done in the office 
on Jan. 17, 1949 and appeared normal. 

On May 30 the patient complained of distention, 
generalized abdominal pain and constipation. An 
antispasmodic was administered, and several cysts 
of the cervix were cauterized. 

She finally consented to enter the hospital for 
roentgen study and diagnosis on August 20, but 
not for surgical treatment, even if it should be indi- 
cated. She was admitted to the Georgia Baptist 
Hospital with the complaint of constipation and 
an acute colicky abdominal pain. She was dis- 
tended and was passing some flatus. She was given 
a soapsuds enema with fairly good results. 

Proctoscopiec examination was unsatisfactory. 
The instrument could be passed only about 10 em. 
There seemed to be some extrinsic mass in the 
pelvis, even though no tumor or ulceration was 
noted. 

A roentgenogram of the colon was taken after ¢ 
barium enema. The following report was given on 
August 23 by Dr. Long, roentgenologist: “Almost 
complete retrograde obstruction in the rectosig- 
moid, with associated irregularity, suggesting ulcer- 
ation proximal to it. This is not particularly sug- 
gestive of malignancy, although it cannot be ruled 
out. We would conclude an inflammatory process, 
possibly secondary to diverticulitis, as the most 
likely cause.” 

The red blood cell count was 5,260,000 per cubic 
millimeter, with 98 per cent hemoglobin; the white 
blood cell count, 11,700 (segmental cells, 69 per 
cent; lymphocytes, 25 per cent). 

The patient was passing liquid feces when she 
was dismissed Aug. 24, 1949, at her request, to 
return in the near future for complete study and 
surgical treatment. The diagnosis was rectosig- 
moid obstruction, almost complete. She reported to 
my office August 27 for a proctoscopic examination, 
which was again unsuccessful. An extrinsic tumor 
was suspected. The pelvic generative organs were 
normal, The patient was given a liquid diet, pro- 
tein, vitamins and cremosuccidine. 

She was readmitted to the Georgia Baptist Hos- 
pital on September 18. 
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Present Illness.—The patient, now 37 years of 
age, came in for treatment of constipation, her 
chief complaint, which had been more severe since 
May (1949). In May she had a severe attack that 
lasted one week, during which time all the usual 
cathartics and enemas failed to bring about the 
desired results. She had severe abdominal cramps 
(not menstrual) with gas pains across the middle 
part of the abdomen, which, at times, were general- 
ized. These cramps were intermittent and sharp and 
sometimes “bent her double.” She stated that since 
that time she had had several mild attacks of con- 
stipation and abdominal pain. The foods that 
caused most trouble were hard meats, such as 
steaks and pork chops. In August she had another 
severe attack of constipation, accompanied by ab- 
dominal cramps, colicky pains, distention, nausea 
and vomiting, and had to stay in bed for two weeks. 
She was restricted to a soft diet at that time and 
had lost 8 to 10 pounds (3.6 to 4.5 Kg.) in weight. 
She said that she could not keep anything in her 
stomach. Indigestion and heartburn had been fre- 
quent during the past year. 

History.—Medical: Frequent attacks of tonsil- 
litis had occurred until eight years before admis- 
siom, at which time a tonsillectomy was performed. 

Surgical: Tonsillectomy had been done eight 
years before. 


Fig. 1.—Normal hysterosalpingogram taken Jan. 17, 
1949 
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Habits.—The patient normally ate three regular 
meals a day and slept seven to eight hours. She 
neither smoked nor drank alcoholic beverages. She 
did routine office work. 

Review of Systems.—Ears, Eyes, Nose, and 
Throat: Popping sensations in the ears were fre- 
quent. During the previous winter there was severe 
earache, with rupture of the right eardrum and 
discharge of pus. 

Gastrointestinal Tract: As noted under ‘“Pres- 
ent Illness,” constipation had been present for sev- 
eral years. 

Genitourinary Tract: Dysmenorrhea had oc- 
curred only during the past six months, with back- 
ache and pains in the lower part of the abdomen. 
The menstrual periods were regular, occurring 
every twenty-eight days and lasting five. She had 
no leukorrhea and no dyspareunia. She had been 
married six years and had never been pregnant, in 
spite of the fact that no contraceptives were used. 

Locomotion.—Aching in the calf of the right leg 
had been frequent during the past year. 

Family History.—Both of the patient’s parents 
had high blood pressure. There was no record of 
cancer, diabetes, tuberculosis or mental or heredi- 
tary disease. 


Fig. 2.—4, roentgenogram taken after barium enema, showing rectosigmoid obstruction. B, spot roentgenogram 
of rectosigmoid obstruction, taken Aug. 23, 1949. 


SEPTEMBER, 1950 


Physical Examination.—This was performed with 
the patient lying in bed. Generally speaking, she 
was well nourished and well developed. 

Eyes, Ears, Nose and Throat: These were essen- 
tially normal except for a pale gray tympanion 
at the right ear. 

Neck: The neck was symmetric. The thyroid was 
normal in size. No thrills or bruits were detectable. 

Thorax: The thorax was symmetric; expansion 
was equal and regular. 

Heart: This organ was small on percussion, with 
regular rhythm. No murmurs were noted. 

Blood Pressure: The blood pressure in milli- 
meters of mercury was 124 systolic and 84 diastolic. 

Pulse: The pulse rate was 80 (normal). 

Respirations: The respiratory rate was 20 (nor- 
mal). 

Lungs: Both lungs were clear, anteriorly and 
posteriorly. 

Abdomen: No tenderness, masses or fluid could 
be detected. Peristalsis was somewhat hyperactive. 
There was moderate distention of the entire abdo- 
men. Percussion yielded a tympanie sound. 

Back: No tenderness or deformity could be de- 
tected in the back. 

Pelvis: The internal and external generative or- 
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gans were within normal limits. 

Rectal Examination-—Examination of the rec- 
tum revealed no abnormality. ; 

Proctoscopic Examination.—Obstruction was 
present to the extent of 10 em., but no tumor or 
ulceration was visualized through the proctoscope. 

Extremities——The extremities were symmetric 
and without abnormality. There was no edema and 
no varicosity. No growths were observable. 

Reflexes.—The reflexes were normal. 

A laparotomy was performed on September 20, 
with fractional spinal anesthesia. The uterus, tubes, 
ovaries and supports appeared normal. The entire 
colon was markedly distended to a point of the 
sigmoid near the rectosigmoid junction, where a 
rather firm tumor was palpated. It seemed to 
measure about 8 by 8 by 12 em. and to involve the 
entire circumference of the sigmoid. It was not 
fixed, and no enlarged lymph glands were observed. 

Drs. T. C. Davison and A. H. Letton were con- 
sulted at the time of the operation, and opinions 
varied. It was agreed that the obstruction would be 
fatal if not relieved. It was decided not to take a 
biopsy specimen of the tumor. A catheter cecostomy 
was performed. The tumor “felt malignant,” but 
the history was of a benign lesion of long standing. 

The postoperative course was uneventful. The 
patient was dismissed on September 28, still re- 
stricted to a liquid and semisolid nonresidue diet. 
Cremosuccidine was then taken four times a day. 

The patient was readmitted on October 23. The 
tumor of the sigmoid was removed and an end-to- 
end anastomosis performed. Fractional spinal and 


Fig. 3.—Gross specimen of tumor of sigmoid, showing (4) measurement, (B) ¢ 
of tumor cut longitudinally, with knife blade pointing to tumor. 
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sodium pentothal intravenous anesthesia was in- 
duced by Dr. H. S. Phillips. Dr. A. L. Letton as- 
sisted in this operation. 

The report of the pathologist, Dr. John Funke, 
was as follows: 

“The specimen is somewhat membranous, meas- 
uring 8 by 8 by 12 em. Part of the external surface 
is corrugated, greyish brown, dull and granular. 
Part is ragged, glistening and reddish yellow, at- 
tached to which there is a good deal of fat. The 
wall varies in consistence. At one place there is a 
cireular area 2.5 em. in diameter. This area is 
rather firm, cuts with resistance, and the incised 
surface is lobulated with yellowish pink. 

“Histologic Picture: Throughout the muscle coat 
there are fairly large islands which have very 
loosely woven stroma but which contain many small 
round and oat-shaped cells and quite a number of 
tubules. The tubules are relined with a simple layer 
of columnar epithelium, the cytoplasm of which is 
fairly abundant, with the nucleus placed at the 
base of the cell. The cells are symmetrically ar- 
ranged, are coherent and have net lost their polar- 
ity. They are well differentiated and are not active. 
At places one sees somewhat discrete tubules which 
are lined with columnar epithelium. At other places 
one sees similar islands, but among the oat-shaped 
cells there are quite a number of fairly large spaces. 
These spaces are lined with cuboidal epithelium. 

“Diagnosis: Endometriosis in the muscle coat 
of the sigmoid. It is not malignant.” 

Recovery was uneventful. The patient was dis- 
charged from the hospital on November 5. She 


lose-up view and (C) close-up 
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Fig. 4.—Photomicrograph showing endometriosis tissue in muscle coat of sigmoid: (4) low power field (X 
10); (B) high power field (X 43). 


reported that the cecostomy tube came out in ten 
days, that the opening was closed in twenty-one 
days without evidence of drainage and that bowel 
movements were normal, 

She reported to the office on November 28, at 
which time she weighed 163 pounds (74.0 Keg.). 
The proctosigmoidoscope was passed with some 
difficulty to a depth of 18 em. The former obstruc- 
tion was gone, but there was some abnormal fixation 
of the bowel. 

On April 28, 1950, roentgenograms were taken 
in the outpatient department at the Georgia Bap- 
tist Hospital, and the following report was given 
by Dr. L. Long: 

“Barium Enema (progress study): The colon 
fills completely without difficulty, and the enema 
did not cause the patient any unusual discomfort. 
The colon is entirely normal in contour and capac- 
ity, especially the sigmoid, where there is no evi- 
dence of the previously demonstrated obstructing 
lesion and the point of anastomosis is not discerni- 
ble.” 

Today the patient is cured and is free from 
symptoms. 

Consideration of the differential diagnosis be- 
tween carcinoma and endometriosis of the sigmoid 
should be discussed here. It is important both pre- 
operatively and during abdominal exploration. 


DIFFERENTIAL DIAGNOSIS 


In the following outline of pertinent data, 
C indieates carcinoma; EF indicates endome- 
triosis (endometrioma), and 7 represents this 
case. 

Age: 40 to 60 years 
25 to 45 years 
36 years when obstruction was first 
discovered 
Sex: More often male 
Female only 
Female 
Constipation : 
C Rapidly progressive—months 
E_ Slowly progressive and intermittent 
over a period of years 
T Slowly progressive and intermittent 
over a period of years . 
Dysmenorrhea : 
C Not due to pathologie condition in 
question 
E The rule: aequired and progressive 
T Acquired in past six months—not 
severe 


foe 
AZ, 
Re 
| 
| 
: 
320 


VOL. XIV, NO. 3 


Diarrhea : 
C Alternating with constipation 
E Rarely 
T No diarrhea 
Blood in Stools: 
C Frequently 
E No. Schofield and Bacon say that 
endometriosis rarely involves the 


mucosa 
T No 
Pain, Generalized Abdominal : 
C Late 


E With menstrual period 
T Intermittent attacks generalized in 
abdomen ; no history of pain during 
menses as predominant 
Pain, Rectal: 
C None as a rule 
E During catamenia, especially in 
presence of rectovaginal “trans- 
plants” 
T No history of pain 
Symptoms Increased at Menstruation : 
C No 
E Yes 
T Not noticeably 
Loss of Weight : 
C Marked 
E Moderate, if it oceurs at all 
T None until obstructed and given a 
liquid diet preoperatively, then 
only 8 pounds (3.6 Kg.) 
Sterility or Fertility : 
C Usually have children 
E Usually childless or only one child 
T Barren 
Dyspareunia : 
C Not asa cause of sigmoidal growth 
E Frequently, when rectovaginal sep- 
tum is also involved or genital pa- 
thologie condition is present 
T No. No involvement of reproductive 
organs 
Sacral Pains: 


C Not as a rule 
E Frequently 
T None 
Anemia: 
C Often marked 
E None 
T Mild; responded to oral ferrous 


preparation administered preopera- 
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Fig. 5.—Postoperative roentgenogram taken on April 
28, 1950, after a barium enema. The film shows a 
normal colon. 


tively 
Proctoseopie Observations : 
C Uleeration of tumor; bleeding 
usually noted 
E Obstruction, but rarely any ulcera- 
tion with bleeding; constriction 
firm and unyielding 
T Obstruction without involvement of 
mucosa; constriction firm and un- 
yielding 
Roentgenographie Observations: 
C Filling defect usually characteristic 
E Usually normal; not characteristic 
T Almost complete obstruction; ma- 
lignant tumor of rectosigmoid ean- 
not be ruled out 
Rectovaginal Septum: 
C Usually normal in presence of sig- 
moid obstruetion 
E Marked tenderness 
T No tenderness 
Signs and Symptoms of Uterine and 
Adenexal Pathologie Change: 
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Not associated with obstruction 
Usually associated with some gyne- 
cologie disease process 
None detected 
Data: 
Irregular, nodular mass ; firm, broad 
loose edges of ulcer are raised and 
rolled, indurated and fixed 
Small nodules usvally observed, 
slightly movable, with no involve- 
ment of underlying mucosa. No en- 
larged glands, but endometrial 
transplants elsewhere in pelvis, is 
the rule. 
Described in pathologie report. No 
evidence of endometriosis elsewhere 
Metastasis: 

C Yes 

E Yes, asarule 

T No 
Number of Growths: 

C One 

E One or more 

T One 
Size of Growth: 

C Average 1 em. 

E Few mm. to 1 em. 

T Pathologist’s measurement after re- 

moval, 8 by 8 by 12 em. 

From the foregoing differential data, this 
case presents evidence of some slow-growing 
benign lesion. There is little convincing evi- 
dence to suggest endometrioma, since many of 
the signs, symptoms and physical abnormali- 
ties usually given are lacking here owing to the 
absence of the usual widespread pelvie endo- 
metriosis. The coexistence of endometriosis 
and eareinoma of the sigmoid is difficult to 
diagnose except microscopically. Malignancy 
can develop in endometrial lesions in the lower 
part of the bowel, according to Thompson.*® 
Henschen® has stated that endometriosis may, 
after a long benign course of malignant muta- 
tion, develop into adenocarcinoma with metas- 
tasis. 


T 
Operative 
C 


E 


COMMENT 


There is little disagreement as to the proper 
emergency treatment here. Decompression of 
the bowel proximal to the obstructive lesion 
is most often accomplished by performing a 
colostomy, but this patient was treated by 
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catheter cecostomy. The fistula closed spon- 
taneously in twenty-one days after resection 
and anastomosis. 

Cattell and Coleock’ stated that, unlike en- 
dometrial tissue elsewhere, it is not affected 
by bilateral oophrectomy. They reported a case 
in which the process was so extensive that a 
block dissection of the pelvie viscera had to be 
earried out, including abdominoperineal resec- 
tion of the rectum and sigmoid. It is easy to 
understand that if inflammatory reaction fi- 
brosis with contracture has occurred, castra- 
tion possibly would not effect a cure. 

McLean® stated that inflammatory reaction 
with fibrosis and adhesions is characteristic. 
He suggested that, when possible, elliptic ex- 
cision with injury to the mucosa and closure 
of the defect is the treatment of choice. This 
was impossible in the case presented. 

Mayo and Miller® wrote: “When the lesion 
looks like a malignant lesion, when metastasis 
cannot be found, and when evidence of the 
presence of endometriosis cannot be found in 
the pelvis, conservative resection of the bowel 
is the procedure of choice; especially if the 
patient is young and is desirous of having 
children.” 

Bacon" wrote: “Intestinal obstruction due 
to endometriosis demands surgical interven- 
tion. When the patient is a young woman want- 
ing children and when the pelvie organs are 
essentially normal, resection of the involved 
segments of bowel is recommended.” 

Daniel" said that, in the presence of defi- 
nite obstruction, resection with anastomosis is 
indicated. 

Cattell’? expressed the opinion that resec- 
tion should be performed in patients with 
discrete endometriosis. 

In this ease I believe that resection was justi- 
fied because of the presence of apparently nor- 
mal generative organs in a patient in the repro- 
duetive years and anxious to bear children. 
Malignaney could not have been ruled out 
without total extirpation of the lesion. 


SUMMARY AND CONCLUSIONS 


1. A ease of sigmoid obstruction due to 
endometrial tissue in the absence of generative 
organ or other ectopic endometrial tissue trans- 
plants, is presented. 

2. The differential diagnosis of endome- 
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triosis and carcinoma of the sigmoid is out- 
lined. 

3. The coexistence of carcinoma and endo- 
metriosis must be considered a possibility. 

4. In eases of complete obstruction of the 
sigmoid, surgical intervention to deflate the 
distended bowel is of first importance. 

5. Diagnosis, especially in the absence of 
multiple endometrial “transplants,” depends 
on the microscopic observations. 

6. Generally speaking, a single endome- 
trioma of the lower bowel with obstruction 
should be resected. This is especially true of 
patients who desire children and who have no 
significant disturbance of the generative 
organs. 


RESUME 


1. L’auteur présente un cas d’obstruction 
de l’anse sigmoide diie au tissu endométrial ; il 
y avait absence de tissu endométrial dans les 
organes génitaux ou autre. 

2. Le diagnostic différentiel d’endométriose 
et du carcinume de l’anse sigmoide est donné. 

3. La coexistence du earcinome et de |’en- 
dométriose est une possibilité. 

4. En la présence d’obstruction compléte 
du sigmoide, l’intervention chirurgicale pour 
dégonfler l’intestin distendu est de premiére 
importance. 

5. Le diagnostic dans l’absence de trans- 
plant endométrial dépend sur les résultats de 
examen microscopique. 

6. En général, un endométriome solitaire 
du gros intestin avee obstruction demande une 
résection. Cela est surtout vrai dans les cas 
relativement libres de pathologie des organes 
génitaux et dans lesquels les malades désirent 
avoir des enfants. 


RESUMEN 


1. Se presenta un caso de obstruccién del 
sigmoides debida a tejido endometrial en 
ausencia de 6rgano de la generacién u otro 
tejido endometrial octdépico. 

2. Se cita el diagnéstico diferencial de la 
endometriosis y del cancer del sigmoides. 

3. Debe considerarse la probabilidad de la 
coexistencia de carcinoma. 

4. En casos de una obstruecién completa 
del sigmoides la intervencién quirtirgica para 
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contraer el intestino distendido es de primor- 
dial importancia. 

5. El diagndéstico, especialmente en ausen- 
cia de transplantaciones endometriales mul- 
tiples, depende de las observaciones micros- 
copieas. 

6. Generalizando, debe hacerse endo- 
metrioma en presencia de un endometrioma 
tinico del intestino bajo con obstruccién. 

Esto es especialmente cierto en las pacientes 
que desean tener hijos y que no presentan 
trastornos de importancia en los érganos de 
la generacion. 


RIASSUNTO 


1. Descrive un caso di ostruzione del sigma 
da tessuto endometriale, nonostante la man- 
canza dell’utero o di altri tessuti endometriali 
ectopici. 

2. Discute la diagnosi differenziale fra en- 
dometriosi e carcinoma del sigma. 

3. Ammette la possibilita’ di coesistenza di 
un carcinoma e di una endometriosi. 

4. Nell’ostruzione completa del sigma l’ope- 
razione e’ imperativa onde eliminare anzitutto 
la distensione dell’organo. 

5. Nell’assenza di trapianti endometriali 
multipli la diagnosi e’ affidata all’esame mi- 
croscopico. 

6. Un endometrioma unico, causa di ostru- 
zione dell’intestino, va asportato. La resezione 
e’ tanto piu’ giustificata nelle pazienti senza 
lesioni genitali, desiderose di prole. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERU NGEN 


1. Es wird ein Fall von Sigmoidversechluss 
dureh endometriales Gewebe dargestellt, in 
welchem weder irgendweleche anderen ver- 
schleppten endometrialen Gewebe noch die 
Zeugungsorgane vorhanden waren. 

2. Die Differentialdiagnose zwischen Endo- 
metriose und Krebs des Sigmoids wird bes- 
prochen. 

3. Es muss an die Moeglichkeit eines gleich- 
zeitigen Bestehens von Krebs und Endome- 
triose gedacht werden. 

4. In Faellen eines vollstaendigen Ver- 
schlusses des Sigmoids ist ein chirurgischer 
Eingriff zur Entlastung des gaspannten Dar- 
mes von erstrangiger Bedeutung. 

5. Die Diagnose beruht auf den mikro- 
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skopischen Befunden, besonders wenn mul- 
tiple endometriale Transplantate fehlen. 

6. Allgemein gesprochen, sollte ein 
einzelnes obstruierendes Endometriom des un- 
teren Darmes reseziert werden. Das trifft be- 
sonders zu auf Faelle, wo der Zeugungsapparat 
verhaeltnismaessig frei von Krankheitszu- 
staenden ist und die Patientin gern Kinder 
haben moechte. 


REFERENCES 


1. MeGuff, P., and others: Endometriosis as a Cause 
of Intestinal Obstruction, Surg., Gynec. & Obst. 186:- 
273-288, 1948. 

2. Smith, R. 8.: Endometrioma of the Sigmoid, N. 
W. Medicine, 42:192-195, 1943. 

3. Schofield, J. D., and Bacon, H. E.: Endometriosis 
of the Rectum and Sigmoid: A Review of the Liter- 
ature and Case Report, Ann. Surg. 107: 1022-1028, 1938. 


SEPTEMBER, 1950 


4, Friedman, L.: Perirectosigmoid Endometriosis 
Simulating Carcinoma, Am. J. Surg. 33:298-301, 1936. 

5. Thompson, A. P.: Malignant Endometriosis with 
Metastasis to the Lungs, Proc. Roy. Soc. Med. 19:16, 
1926. 

6. Henschen, C.: Endometriosis and Endometrio- 
mata of the Rectosigmoid, Schweizerische Med. 
Wehnschr. 71:1271-1276, 1941. 

7. Cattell, R. B., and Coleock, B. P.: Unusual 
Lesions of the Large Intestine, Surg. Clin. North 
America, 27:651-658, 1947. 

8. MeLean, N. J.: Endometriosis of the Large 
Bowel, J. Canad. M. A. 82:253-258, 1936. 

9. Mayo, C. W., and Miller, J. M.: Endometriosis 
of the Sigmoid, Rectosigmoid and Rectum, Surg., 
Gynec. & Obst., 70: 136, 1940. 

10. Bacon, H. E.: Anus, Rectum, Sigmoid Colon— 
Diagnosis and Treatment. Philadelphia: J. B. Lippin- 
cott Co., 1949. 3d ed., vol. 2, chapter 18, page 575. 

11. Daniel, W. H.: Obstructive Lesions of the De- 
scending Colon and Rectum, J.A.M.A. 141: 1025-1036, 
1949, 

12. Cattell, R. B.: Endometriosis of the Colon and 
Rectum with Intestinal Obstruction, New Eng. J. Med. 
217:9-18, 1937. 


Dr. Oliver Wendell Holmes, the dean of American physicians, as well as of 
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American literature, was asked to suggest a name for the new discovery. Holmes 
wrote: “Everybody wants to have a hand in a great discovery. All I will do is to give 
you a hint or two, as to the names or the name to be applied to the state produced and 
the agent. The state should, I think, be called ‘Anesthesia.’ This signifies insensi- 
bility, more particularly to objects of touch. The adjective will be ‘Anesthetic.’ I 
would have a name pretty soon, and consult some accomplished scholar before fixing 
upon the term which will be repeated by the tongues of every civilized race of man- 
kind.” 

Morton, however, preferred another name. He said: “I have found a name for 
the discovery and am going to call it ‘Letheon.’” But Holmes’s term was widely 
adopted and continues in universal use, while Morton’s designation is known only to 
those who have studied the history of anesthesia.—Ralph H. Major 
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HE particular purpose of this paper is 
to report a single case of death due to an 
uncommon but not rare type of ovarian 

tumor (600 reported cases'), concerning which 

there is considerable disagreement as to ma- 
lignant status and also as to treatment. 

The majority of recent textbooks briefly 
state that the tumor may occur at any age but 
that the recommended therapy is too conserva- 
tive. In the past the lesion has been considered 
“clinically benign but potentially malignant,” 
and this thought seems to be pretty well im- 
bedded in the minds of the majority of elini- 
cians and pathologists.2, With the accumula- 
tion of case reports and a clearer conception of 
its symptoms, signs and histologie character, 
the entity is more frequently recognized and 
its dangers are being evaluated. Text illustra- 
tions and accompanying discussions overem- 
phasize the spectacular characteristics of the 
sexually precocious child or the postmeno- 
pausal woman. According to Dockerty’s report 
in 1946,' only 5 to 10 per cent of these tumors 
occur before puberty, while 45 per cent oc- 
cur in the active reproductive years. In this 
true greater age incidence, the diagnosis is 
more obscure and difficult and is too seldom 
considered. However, Bland and Goldstein,* 
in a eritical review of 311 cases ten years ear- 
lier, found this tumor most frequent (about 
60 per cent) after the menopause—and of 
their patients only 4 died of metastasis. 

Histogenesis—Robert Myer, cited by Fau- 
vet,* first proposed the theory that these tu- 
mors arose from patches of imbedded granu- 
losa cell rests in the ovarian cortex or medulla. 
However, Trout and Butterworth, cited by 
Curtis,® stated that cell rests are rarely seen 
in the ovaries of persons in the age groups in 
which these tumors occur and agreed with 
others (Robinson ;° Dockerty and McCarthy’ ) 
that they originate from the cells surround- 
ing the follicle (undifferentiated mesenchyme 
of the ovary). Louw’ expressed the opinion 
that, since the granulosa cell is so closely linked 
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to the ovum, these tumors take their origin 
from the reaction of the ovarian stromal cells 
to certain “unknown particular chemical or 
physical stimuli,” thus explaining the varying 
morphologic changes observed by the patholo- 
gist. 

The cells of this tumor function like the 
normal follicular epithelium, except that in 
an uncontrollable manner they secrete a sub- 
stance that produces estrus when injected into 
mice and is present in high concentration in 
the patient’s blood, urine and feces.’ Endowed 
with such potentialities, the tumor has a 
marked feminizing effect (contrary to the 
arrhenoblastoma, which has a masculinizing 
effect). The resultant symptoms are mani- 
fested not only in menstrual function but in 
secondary sex characteristics, according to the 
age of the patient. During the active reprodue- 
tive cycle, when the secondary sex character- 
istics are fully deveioped, only a high estrogen 
level is effective with so-called “functional 
bleeding,”” although normal bleeding and even 
amenorrhea may result.” Menstruation recurs 
normally when the tumor is removed. As hap- 
pens with large doses of estrogens given thera- 
peutically, vomiting and diarrhea with nau- 
sea and anorexia are frequently observed.* 
The breasts may become enlarged and tender.’° 
Here the abdominal mass is more important as 
a diagnostic sign. The enlarging tumor may 
be the only presenting symptom, twisting on 
its pedicle, causing acute abdominal symptoms 
or obstructing the bowel because of metastasis. 

Signs and Symptoms.—The excessive estro- 
gen production varies with the age of the pa- 
tient or the phase of his development. 

In the prepubertal group the results are 
more spectacular and the diagnosis not so 
elusive. As the body contours approach the 
adult type, with accelerated skeletal growth 
and the appearance of pubie and axillary 
hair, uterine bleeding may occur in eyeles, 
with an occasional enlargement of the uterus."! 
The mental age, according to Park,’* is not 
affected. Removal of the tumor leads to regres- 
sion of these characteristic manifestations. 
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In the postmenopausal group bleeding may 
oceur at regular or irregular intervals, the 
uterus often being larger than normal. Serap- 
ings of the endometrium show hyperplasia, 
which, according to some authorities (Novak ;"* 
Dockerty Curtis®), even without evidence 
of a palpable tumor, is reason enough for ex- 
ploratory laparotomy. The breasts are en- 
larged and often tender, and there is fre- 
quently an increased sexual desire. Removal 
of this tumor will produce a second, or recur- 
ring, set of vasomotor menopausal symptoms."* 

Pathologic Picture.—Grossly these tumors 
vary considerably in size, from 1 or 2 em. to a 
mass that may fill the abdomen;'* they are 
ovoid or kidney-shaped, with a smooth, tough 
outer capsule, somewhat lobulated. The cut 
surface is characteristically grayish, with a 
yellowish tinge. They are generally solid, with 
small cystie cavities of varying sizes. Because 
different parts of the tumor vary in structure, 
there is confusion in the microscopic appear- 
ance. There are three main types: (a) follicu- 
lar, the most common, in which the granulosa 
cells arrange themselves in clusters or rosettes 
around a central tumor; this is to be distin- 
guished from the larger spaces suggesting the 
Call-Exner bodies, which are degeneration 
produets in large masses of granulosa cells; 
(b) diffuse, in which the cells are arranged 
diffusely rather than in rosettes, and (c) eylin- 
droid, in which the epithelial masses are split 
into cylinders or columns of various sizes by 
invading stroma cells. Hylanization and lutei- 
nization may occur in some tumors because of 
the transition from the more typical areas, and 
in this respect there is a striking resemblance 
to the sarcoma pattern. Uterine carcinoma 
with granulosa cell tumor of the ovary in older 
patients does occur and should be kept in 
mind.? In almost 70 per cent of the cases the 
uterus contains fibromyomas, and occasionally 
there is an associated carcinoma of the breast.'° 

Because of the rather tough capsule of the 
tumor, which rarely breaks, it has been con- 
sidered relatively benign. Clinical metastasis 
of this rare ovarian tumor has been reported 
only sporadically and has, for the most part, 
been overlooked. It is deemed appropriate. 
therefore, to report this single case in detail. 
However, in a thorough review by Seegar and 
Jones at Johns Hopkins Hospital'® it was 
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found that of the 18 patients who were fol- 
lowed up, 15 were dead within three years. 
This is indeed contrary to the consensus of 
reviewed reports.‘ Novak'* reported a case 
similar to the one here presented, of a 32-year- 
old patient in whom peritoneal recurrence took 
place three months after a radical operation 
was performed for a unilateral granulosa cell 
cancer. He also warned of an “overoptimistic 
viewpoint enjoyed by the medical profession” 
in referring to a follow-up of 32 cases, in 28.1 
per cent of which the tumor proved to be 
malignant. 

Treatment.—The treatment is surgical re- 
moval of the tumor, but a great responsibility 
lies upon the surgeon, particularly in view of 
the aforementioned conflicting reports and the 
dubious prognosis. As always, common sense 
and surgical judgment should rule in each in- 
dividual case, in relation to the age of the pa- 
tient. The most difficult decision is encoun- 
tered with the active, sexually productive 
woman when it comes to the question of remov- 
ing or sparing the remaining, apparently un- 
affected ovary. It must be kept in mind that 
even a tumor 1 or 2 em. in diameter may be 
responsible for the conditions deseribed. In 
such a ease radical operation is the only pro- 
cedure. However, that continued normal 
health and even pregnancy have occurred after 
removal of the tumor only is a matter of 
record.'? 

Postoperatively, testosterone, preferably 
given orally, and roentgen therapy, controlled 
by estrogen determinations of chemical values 
in the blood and urine, are valuable adjuncts 
to operation in some cases. According to See- 
gar and Jones,’® the radiosensitivity of this 
type of tumor is hard to evaluate because of 
the normal variation of the degree of malig- 
naney; however, Louw* cited 1 “inoperable 
case” in which, two years after irradiation, 
there was no evidence of recurrence. Most 
experience seems to indicate that high voltage 
roentgen therapy at best gives only temporary 
relief ; for the tumor, if ablated, recurs and 
kills its host.1° 


REPORT OF CASE 


Mrs. D. S., 34 years of age, was admitted to the 
Good Samaritan Hospital on April 7, 1949, com- 
plaining of a dull pain in the lower left quadrant 
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of the abdomen and an intermittent bloody vaginal 
discharge, of approximately one month’s duration. 
Her last normal period had occurred early in Feb- 
ruary. She believed that she was approximately 
two months pregnant. 

The previous menstrual history was normal. She 
had had two children, now 5 and 10 years of age. 
Two years previously she had undergone treatment 
for a duodenal ulcer demonstrated by reentgen ex- 
amination and subsequently had been relieved by 
medical treatment. During physical examination a 
“eystic ovary” about the size of a small egg was 
palpated on the right side. Operation was advised 
at this time, but the patient wished to postpone it. 
She was not seen again until just prior to her ad- 
mission to the hospital. 

Physical examination revealed essentially normal 
conditions except for tender breasts, tenderness in 
the left lower abdominal quadrant and some en- 
largement of the lower part of the abdomen. Va- 
ginal examination revealed a slightly enlarged 
uterus with bilateral ovarian tumors, each about 
the size of a grapefruit; the right somewhat larger 
than the left, and of cystie consistency. There was 
an impression that the abdomen contained fluid, but 
definite physical signs were lacking. The red blood 
cell count was 4,670,000 per cubic millimeter, with 
12.5 Gm. of hemoglobin; the white cell count was 
6,350, with 75 per cent segmented neutrophils and 
25 per cent lymphocytes. All other laboratory data 
were within normal limits. A clinical diagnosis of 
ovarian cancer, possibly a Krukenberg tumor, was 
made, and on the following day bilateral salpingo- 
oophorectomy and subtotal hysterectomy were per- 
formed. Examination of the gastrointestinal tract 
revealed no evidence of gross pathologie change, 
but two enlarged lymph nodes of the right gastrie 
group were sectioned for biopsy. The proposed to- 
tal hysterectomy was abandoned because of im- 
pending shock and sudden hemorrhage in the vici- 
ity of the left ureter, which was involved in a 
thickened sear at the base of the bladder. 

The pathologie report was as follows: “Gross 
Description: One ovary mass measures 12 em. in 
length and is composed largely of a thin-walled 
multilocular cyst filled with clear watery fluid. At 
the base, however, there is a thickened disk-shaped 
area about 6 em. in diameter which is a solid yel- 
lowish grey tumor mass, slightly lobular in appear- 
ance. The solid tumor mass contains occasional 
small eysts filled with coagulated fluid. The fallo- 
pian tube is attached and shows nothing unusual, 
being rather atrophic in appearance. 

“The other ovary mass has a similar appearance 
except that it is grossly more lobular and measures 
8 by 12 by 15 em. Cross section shows a peripheral 
zone of solid firm yellowish grey tissue as seen in 
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the other ovary, but the inner portions are rather 
soft, greenish grey gelatinous tissue. The fallopian 
tube is attached at the base and shows nothing un- 
usual. 

“The uterus, amputated low in the cervical neck, 
measures about 7.5 em. in length and is 5 em. in 
width at the fundus. The myometrium is quite firm 
and fibrous but contains no tumor masses. The en- 
dometrial cavity is small, regular in outline and 
lined with a thin layer of endometrium. 

“Microscopie Description: Sections of both ovary 
masses show essentially the same picture, consist- 
ing of rather typical but scanty ovarian stroma 
supporting varying-sized acinar and tubular for- 
mations of definitely anaplastic cuboidal and polyg- 
onal epithelial type tumor cells showing moderate 
degrees of anaplasia. There is nothing in the pat- 
tern of proliferation and arrangement which would 
suggest dysgerminoma, Brenner cell tumor or ar- 
rhenoblastoma. While some of the cells are vacuo- 
lated, there is no definite suggestion of Kruken- 
berg tumor, and there is a granulosa cell pattern 
present as evidenced by occasional acinar forma- 
tions containing large ovoid cells. Sections of the 
corresponding fallopian tubes show nothing un- 
usual. Sections of the uterine wall show moderate 
increase in fibrous connective tissue in the myo- 
metrium. The endometrium is rather atrophie. 

“Diagnosis: Granulosa cell tumor of the ovaries 
(considered moderately malignant ).” 

The immediate postoperative course was un- 
eventful, and the patient was discharged on the 
eighth postoperative day in fairly good condition. 

The patient was given testosterone (10 mg. daily) 
and seemed during the next thirty days to make 
an excellent clinical improvement, but at about the 
middle of June she complained of mild nausea, 
“biliousness” and a heavy feeling in the lower part 
of the abdomen. There were definite signs of fluid 
in the abdomen, and a hard almond-sized mass was 
observed in the region of the right uterosacral liga- 
ment. She was referred to a roentgenologist and 
received one course of high voltage roentgen ther- 
apy, without appreciable benefit. Within the next 
few days there was a marked increase of fluid in 
the abdomen. She was rehospitalized on July 8, 
and 2,500 ce. of serosanguineous fluid was with- 
drawn. At that time a hard tumor about the size 
of a lemon was noted at the base of the former 
midline incision. Persistent vomiting, pain in the 
right lower abdominal quadrant and obstipation re- 
quired a second laparotomy on July 18. 

An acutely diseased and suppurative appendix 
imbedded in dense scar tissue was removed; the 
bowel having been freed of adhesive bands, the 
aforementioned mass was ascertained to be an in- 
durated, dense tumor in the omentum, which was 


ol- 
rs. 
of 
se 
ok 
1] 
ie 
e- 
y 
of 
| 
t 
e 
)- 
A 
r 
y 
BS 
F > 
} 
5 
327 


attached to the cervical stump and to the bladder. 
The lower part of the abdominal peritoneum was 
studded with small, flat, irregular plaques 2 to 3 
em. in diameter. Five days later the new wound 
broke open, a feeal fistula developed and the patient 
went progressively downhill. She died on August 
12, four months and four days after discovery and 
removal of the original tumors. 


SUMMARY 


1. In reporting this case of granulosa cell 
tumor of the ovary with metastasis, the pur- 
pose is to add to the increasing evidence of 
the tumor’s malignant status. 

2. Review of the literature shows that it is 
most prevalent, most dangerously malignant 
and most elusive of diagnosis during the aec- 
tive reproductive cycle. 

3. Radical operation as early as diagnosis 
is established as the treatment of choice for 
patients in whom the lesion occurs after pu- 
berty. Testosterone is palliative. Irradiation 
is of little or no avail. 


RESUME 


1. En rapportant ce cas de tumeur de ecell- 
ules granuleuses de l’ovaire avec métastase, 
notre but est d’ajouter auxtémoignages de la 
nature maligne de ces tumeurs. 

2. Une revue de la littérature montre que 
cet état est fréquent, qu’il est d’une grande 
malignité et qu’il est tres difficile 4 diagnos- 
tiquer durant la période active reproductive 
de la femme. 

3. L’operation radicale est indiquée aussi- 
tot que le diagnostic est etabli. C’est le traite- 
ment de choix pour les malades chez lequee 
cette lésion survient aprés la puberté. Le tes- 
tostérone est palliatif. L’Irridation est de peu 


RESUMEN 


1. Al comuniear este caso de tumor de 
eélula granulosa del ovario con metastasis, el 
propdésito es aiadir otras a las pruebas crecien- 
tes existentes en cuanto a su caracter maligno. 

2. La revisién de la literatura demuestra 
que es el mas prevalente, el mas peligrosa- 
mente maligno y el mas elusivo para el diag- 
nostico durante el ciclo reproductivo activo. 

3. La operacién radical debe realizarse tan 
pronto como se haya establecido el diagnéstico, 
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siendo el tratamiento preferido para aquellas 
pacientes en quienes se presenta la lesién 
después de la pubertad. La testosterona es un 
paliativo y la irradiacién es de poco o ningtin 
provecho. 


ZUSAMMENFASSUNG 


1. Der Zweck dieses Berichtes ueber einen 
Fall von Granulosazellgeschwulst des Eier- 
stocks mit Metastasen besteht darin, einen 
Beitrag zu den staendig wachsenden Beweisen 
von der boesartigen Natur der Erkrankung 
zu liefern. 

2. Eine Durchsicht der Literatur zeigt, dass 
waehrend des aktiven Zeugungszyklus die 
Geschwulst am haeufigsten, am boesartigsten 
und am schwierigsten diagnostizierbar ist. 

3. Die radikale Operationen, ausgefuehrt 
unmittelbar nach Stellung der Diagnose, so- 
fern eine solche moeglich ist, ist die Behand- 
lung der Wahl, wenn die Stoerung nach der 
Pubertaet auftritt. Testosteron hat eine pal- 
liative Wirkung. Bestrahlung hat geringen 
oder keinen Wert. 


RIASSUNTO 


1. L’A. riporta un caso di tumore a cellule 
della granulosa dell’ovaio, con metastasi, per 
dimostrare la potenziale malignita’ di questi 
tumori. 

2. Da una rassegna della letteratura risulta 
che questi tumori sono piu’comuni, piu’ ma- 
ligni e piu’ difficilmente diagnosticabili nel 
periodo della maturita’ sessuale. 

3. Nei casi in cui il tumore si sviluppa dopo 
la puberta’ s’impone un’operazione radicale 
appena stabilita la diagnosi. I] testosterone ha 
solo un valore palliativo. L’irradiazione e’ in- 
efficace o quasi. 
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Prescription for Aesculapians 


Live a simple and temperate life, that you may give all your powers to your 


profession. 


Never hide the work of others under your own name. 
Avoid wine and women—choose a freckle-faced girl for a wife. they are infinitely 


more amiable. 


Care more particularly for the individual patient than for the special features 


of the disease. 


Acquire the art of detachment, the virtue of method, and the quality of thorough- 


ness, but above all the grace of humility. 


As to your method of work, I have a single bit of advice, which I give with the 


earnest conviction of its paramount influence in any success which may have attended 
my efforts in life—Take no thought for the morrow. Live neither in the past nor in 
the future, but let each day’s work absorb your entire energies and satisfy your widest 
ambition. That was a singular but very wise answer which Cromwell gave to Bellevire 
—‘‘No one rises so high as he who knows not whither he is going,”’ and there is much 
truth in it. The student who is worrying about his future, anxious over the examina- 
tions, doubting his fitness for the profession, is certain not to do as well as the man 
who cares for nothing but the matter in hand, and who knows not whither he is 
going!—Sir William Osler 
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Diaphragmatic Hernia with Eventration 
and Herniation of the Spleen 


LEON S. ALTMAN, M.D., A.I.C.S., ann BENJAMIN KOGUT, M.D., F.A.C:S. 
BROOKLYN 


quently considered nowadays in the 

differential diagnosis of abdominal con- 
ditions, owing to the faet that surgical inter- 
vention is safer and far more successful than 
in former years. Many more operations have 
been performed for diaphragmatic hernia. 
Ladd and Gross, Truesdale, Donovan, Har- 
rington and Sweet are prominent contributors 
to the literature dealing with the surgical treat- 
ment of diaphragmatic hernia. 

The diaphragm is susceptible to herniation 
owing to the fact that embryologically there 
are several weak areas. The diaphragm is de- 
rived from the third and fourth cervical myo- 
tomes, and communication between the peri- 
toneal and pleural cavities is closed at the 
end of the third month of intrauterine life. 
Weaknesses in the diaphragm usually oecur 
in association with improper or imperfect fu- 
sion of various components of the diaphragm. 

The commonest points are the foramen of 
Boehdalek, the esophageal hiatus and_ the 
pleuroperitoneal hiatus, situated dorsolater- 
ally. The muscle bundles forming the leaves of 
the diaphragm are innervated by the phrenic 
nerve. The loose areolar tissue between the 
esophagus and the cardia and the muscular 
edge of the esophageal hiatus allow for free 
motion of the esophagus in the esophageal 
hiatus. 

Mark has classified diaphragmatic hernia as 
follows : 


hernia is more fre- 


1. Very short esophagus, with entire stom- 
ach above diaphragm 

2. Diaphragmatic hernia with short esopha- 
gus, part of stomach above diaphragm 

3. Hiatus hernia; esophagus of normal 
length, hernia consisting of stomach and 
possibly colon, which passes through the 
hiatus 

4. Congenital hernia through the foramen 
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of Boehdalek or the foramen of Mor- 
gagni 

Congenital absence of diaphragm 
Eventration of diaphragm 

Traumatic hernia 


Eventration of the Diaphragm.—tThis rare 
condition is caused by aplasia or atony of the 
diaphragmatic muscle fibers. It is more com- 
mon in the male than in the female and occurs 
more frequently on the left than on the right, 
but oceasionally it is bilateral. The diagnosis 
is made by roentgen examination. According 
to Dr. Willy Myer, no special treatment is in- 
dicated. 

In the case here presented there was eventra- 
tion of the diaphragm complicated by ectopy 
of the spleen, with obstruction of the cardiac 
end of the stomach. To our knowledge, no simi- 
lar case has ever been reported. 


REPORT OF CASE 


Mrs. M. B., a white housewife aged 56, was ad- 
mitted to the hospital on Dee. 11, 1947, with the 
complaints of anorexia, loss of weight and vomit- 
ing. She stated that she had “caught cold” three 
weeks ago and since then had lost her appetite and 
lost weight. For the past three days she had vom- 
ited almost constantly a green fluid, which at times 
was blood tinged. She had some pain in the chest 
and felt “as though food were sticking in her 
chest.” She was chronically constipated and had 
had a tarry stool one day before. 

The past history was essentially noncontributory, 
the only things of note being a cholecystectomy and 
appendectomy performed in 1946. 

Physical examination was unremarkable except 
for the chest, which revealed dullness in the left 
lower area, with occasional crepitant rales. The 
heart was slightly enlarged to the left; a loud 
systolic murmur was heard over the entire pre- 
cordium. Abdominally, there was some tenderness 
in the epigastrium. The edge of the liver was pal- 
pable 3 fingerbreadths below the costai margin. 
No other masses were palpable. A gastrointestinal 
series during hospitalization showed displacement 
of the upper end of the stomach and the lower end 
of the esophagus to the right by a mass extrinsic 
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Artist’s representation. 


to the gastrointestinal tract, which showed no ab- 
normality. Gastroanalysis revealed achlorhydria but 
no blood. The blood chemical values were normal. 
Hospital Course——From the day of admission 
the patient stopped vomiting and began to feel 
better. She signed a release on December 20. 
Second Admission—The patient was readmitted 
to the hospital on Jan. 20, 1945, with a history of 
almost continuous nausea and vomiting for the 
past two weeks, with constant pain in the epigas- 
trium and the lower part of the chest, which was 
“sticking” but not yet colicky. She had lost 12 
pounds (5.4 Kg.) in the past six weeks. Her 
bowels were regular and she had absolutely no de- 
sire for food. She was fed intravenously, nothing 
being given by mouth, but still complained of pain 
and vomited greenish material, which occasionally 
was blood streaked. The liver was 5 fingerbreadths 
below the costal margin. On January 23 operation 
was performed, with a preoperative diagnosis of 
hepatomegaly due to portal obstruction. The open- 
ing of the abdomen revealed that the liver was en- 
larged 5 fingerbreadths below the costal margin 
and presented a cirrhotic appearance. The stomach 
was grossly normal. There was a large hiatus hernia 
of the diaphragm, which was almost completely 
occupied by an adherent spleen. The spleen itself 
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was lying around and on top of the cardioesopha- 
geal junction and obstructing the cardiac end of 
the stomach. The entire colon and small intestine 
were normal, as was the pelvis. The spleen was 
freed of adhesions and removed from the hiatal 
fossa; all splenic ligaments were severed; the 
splenic pedicle was exposed; the splenic artery and 
veins were individually clamped and ligated; the 
vasa brevia were clamped, tied and cut; absolute 
hemostasis was obtained, and a splenectomy was 
performed. 

A biopsy of the liver was performed. The 
pathologie report showed moderate chronic¢ pericho- 
langitis with no evidence of hepatic cirrhosis. The 
spleen exhibited chronic perisplenitis, and in addi- 
tion there was diffuse, moderate myeloid hyper- 
plasia of the splenic pulp. 

Postoperatively the patient did extremely well 
and was discharged on the seventeenth day with no 
complaints. After the operation she was seen at 
three-month intervals. She has gained 35 pounds 
(15.9 Kg.) and at the time of writing is in perfect 
health. A repeat gastrointestinal series showed the 
previous distortion of the upper end of the stom- 
ach to be completely relieved. The liver has gradu- 
ally shrunk until at the last examination, done on 
Jan. 10, 1950, it was palpable 2 fingerbreadths 
below the costal margin. 


SUMMARY 


The author reviews various types of dia- 
phragmatie herniation. A case is presented of 
eventration of the diaphragm, with herniation 
of the spleen into the eventrated portion re- 
sulting in obstruction of the gastroesophageal 
junction. Relief was obtained by splenectomy. 


RESUME 


L’auteur passe en revue différents types de 
hernies diaphragmatiques. Un eas est rapporté 
avee éventration du diaphragme et hernie 
de la rate dans la partie éventrée. Cette con- 
dition avait déterminé une obstruction de la 
jonetion gastro-esophagéale. Le malade fut 
soulagé par une splénectomie. 


RESUMEN 


En conclusién, este caso debe ascribirse a 
prognatismo congénito con exuberancia del 
traeto horizontal de la mandibula, mientras 
que el tracto vertical y la mandibula superior 
eran normales. Considerando su edad, el 
paciente estaba en la fase quirirgica. El 
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espacio asimétrico de los dientes de la man- 
dibula frontal y la existencia del espacio libre 
entre los dientes caninos y los primeros pre- 
molares hace l6gico proceder con la reseecién 
simétrica de los tractos exuberantes. El autor 
sostiene que el enfoque endo-oral por él ejecu- 
tado es el método preferido en esos casos, y 
los resultados obtenidos han justificado este 
punto de vista. 


ZUSAM MENFASSUNG 


Der Verfasser bespricht verschiedene For- 
men des Zwerchfellbruches. Ein Fall von 
Eventrierung des Zwerchfells mit Herniie- 
rung der Milz in den ausgestuelpten Teil des 
Zwerchfells, die zur Versperrung des Ueber- 
gangs des Speiseroehre in den Magen fuehrte, 
wird beschrieben. Resektion der Milz fuehrte 
zur Heilung. 


RIASSUNTO 


Dopo aver passato in rassegna parecchi tipi 
di ernie diaframmatiche, descrive un caso 
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di eventrazione del diaframma, con passaggio 
della milza nella porzione eventrata ed ostru- 
zione della zona di passaggio dell’esofago nello 
stomaco. La splenectomia ha eliminato l’ostru- 
zione. 
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Marking Time 


Pythagoras, when he was asked what time was, answered that it was the soul of 


this world.—Plutarch 


A man who has taken your time recognizes no debt; yet it is the only one he 


can never repay.—Seneca 


The years teach much which the days never know.—Emerson 


To choose time is to save time.—Bacon 


Counting time is not so important as making time count.—Walker 
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Perforated Gastric and Duodenal Ulcer 


Review of Cases 


ROBERT L. SCHAEFFER, M.D., F.A.C:S., F.1.C.S., Sc.D. 
ALLENTOWN, PENNSYLVANIA 


steen’ that approximately 10,000 per- 

sons die in the United States each year 
of acute gastric and duodenal ulcers and their 
complications. The mortality associated with 
peptic ulcer can be attributed largely to 
perforation, hemorrhage, obstruction, surgical 
operations and their sequelae. The highest 
percentage of deaths from these complications 
is due to perforation. This most serious com- 
plication of peptic ulcer is due to penetration 
of the ulcer through all the coats of the viseus, 
permitting the free escape of gastric or duo- 
denal contents into the peritoneal cavity. 
Usually, death from peritonitis and toxemia 
oceurs unless the perforation is closed sur- 
gically. 

This report is an analysis of 102 consecutive 
cases of perforated ulcer of the stomach and 
duodenum treated at the Allentown Hospital 
from 1936 to 1949. Data on private patients 
as well as free patients are included, as well 
as data on patients operated upon by different 
members of the surgical staff. The patients 
came from every stratum of society and may 
be considered typical of the patients seen in 
any general hospital. 

The perforated duodenal ulcer has always 
aroused the great interest of both internists 
and surgeons; it is one of the most dramatic 
surgical conditions frequently encountered. 
My own interest in this subject and study of 
it extends back to 1935, when I reported a 
series of 25 consecutive cases in which I op- 
erated personally from Jan. 7, 1928 to Aug. 
24, 1935. A review of this series of cases 
proved that the mortality rate at that time was 
alarmingly high. 

Sex and Age.—In this series of eases 94, or 
92.1 per cent, of the patients were men and 8, 
or 7.1 per cent, were women. The average age 


AN estimate has been made by Wangen- 


Read at the Fourteenth Annual Assembly of the 
United States Chapter, International College of Surgeons, 
Atlantic City, November 1949. 
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was 51 years; the oldest patient was 81 and the 
youngest 18. There were 27 between the ages 
of 60 and 70. this being the highest ten-year 
incidence. There were 89, or 87.2 per cent, 
between 40 and 70 years of age. 

Gastroduodenal perforation in men in this 
series was thirteen times as frequent as in 
women. Many years ago Dr. William J. Mayo 
observed that the duodenum in women has a 
more noticeably transverse position, which re- 
sults in better contact with the neutralizing 
bile and pancreatic secretion and thus retards 
ulcer formation. It has been suggested that 
ulcers in women will perforate more fre- 
quently if the women are placed in working 
conditions similar to those under which men 
work. In this series, however, occupation had 
no bearing on the perforation. 

Times and Seasons.—The season seems to 
have little, if any, influence on perforation. 
Babcock? reported that in his series exacerba- 
tions usually occurred in winter. This was also 
true in my own series. The condition occurred 
in every month of the year, January ranking 
the highest with 13 cases, July lowest with 3 
and June with 4 only. 

Other Factors——Heavy meals and full stom- 
achs seem to have some bearing on perforation. 
In 60 patients of this series perforation oc- 
curred in the afternoon after eating a hearty 
meal, as against 42 in whom perforation oc- 
eurred in the morning. Eleven patients had 
been heavy drinkers before perforation, and 
3 of these died. 

Heredity had no influence whatever in any 
of these cases. 

Previous Symptoms.—Seventy-five patients, 
or 73.4 per cent, had a history of symptoms in- 
dicative of peptic ulcer. Baritell® of Oakland, 
California, reported an incidence of 64.8 per 
eent; DeBakey‘ in his collective series re- 
ported 85.1 per cent, and in his charity hos- 
pital series 75.3 per cent. Nearly all the pa- 
tients had received some form of medical care 
prior to perforation. My own data, however, 
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indicate that most of the patients in this series 
had not adhered to any form of ulcer diet. 

Previous Perforation.—Six of the patients 
had had one or more previous perforations. In 
4, perforation had occurred once before ; in 1, 
twice, and in 1, three times. 

Preoperative Interval.—The average inter- 
val between perforation and admission to the 
hospital in this series was thirteen hours. This 
may have been due in part to the fact that 
many of the patients came from rural areas 
and were transported as many as twenty-five 
miles to the hospital. The distance of trans- 
portation had a definite deleterious effect on 
the mortality rate. During ambulance or auto- 
mobile transportation the contents of the 
stomach leaked through the perforation into 
the peritoneal cavity, and this prevented 
localization of the gastric contents in the peri- 
toneal cavity. 

Location of Perforation—Twenty-one, or 
20.6 per cent, of the perforations were either 
gastric or pyloric. This corresponds closely 
with the incidence in Baritell’s series, in which 
9.1 per cent were pyloric and 10.2 per cent 
gastrie (total pyloric and gastric, 19.3 per 
cent). Seventy-nine, or 77.4 per cent, were 
duodenal, and 2, or 1.9 per cent, were jejunal. 

Roentgen Examination—Not many of the 
patients in this series were examined roent- 
genographically, because the diagnosis of a 
ruptured viscus was made in 85 eases, or 80.3 
per cent. In my opinion, when this diagnosis 
has been made, roentgen evidence has not 
sufficient value to justify one in wasting time 
or burdening the patient by taking him into 
the roentgenologic room prior to operation. 
Valuable time is lost in this way, as I shall 
demonstrate later. When the diagnosis is ques- 
tionable, flat films should be taken to determine 
the presence of gas in the peritoneal cavity. 

Symptoms.—Few pathologie conditions are 
capable of causing pain as severe as_ that 
usually associated with perforation of an ulcer. 
The pain is of abrupt onset, and the patient 
often states that it is unbearable and unlike 
any pain he has ever experienced before. 
Often it begins in the epigastrium. In this 
series 58 patients, or 56.8 per cent, had epi- 
gastric pain. The character and extent of 
radiation of the pain depends somewhat on 
the amount of gastric contents spilled into 
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the peritoneal cavity. The distance over which 
the patient has been transported has a definite 
bearing on radiating pain. Twenty-two of my 
patients had pain in the right upper abdomi- 
nal quadrant and 5 had pain in the right 
lower quadrant. Four had pain in the left 
lower quadrant, and 20 had generalized ab- 
dominal pain and rigidity. Thirty had point 
shoulder pain, which is due to irritation of 
the dome of the diaphragm by the gastric con- 
tents. 

Seventy-five patients, or 73.5 per cent, suf- 
fered from shock, and 86, or 84.3 per cent, had 
muscular rigidity. In 88, or 86.3 per cent, 
perforation was initiated by sudden onset of 
pain; 72, or 70.6 per cent, had nausea, and 
forty-three, or 42.2 per cent, had attacks of 
vomiting. 

The severity of the pain may produce the 
characteristic facies of agony, which was fol- 
lowed by shock in 73.5 per cent of these cases. 
Pallor and cold perspiration were frequently 
present. Respirations were shallow owing to 
elevation of the diaphragm. Many patients as- 
sume a position in which the thighs are flexed 
on the abdomen, and the slightest motion will 
aggravate the pain. The temperature at this 
time is usually subnormal. Even though the 
shock is very great, death does not occur at 
this stage. 

From one to four hours after the perforation 
a period of symptomatic improvement may 
oceur. The pulse, temperature and respirations 
may become normal. Later there may be a 
moderate rise in temperature. In this series 
the highest average temperature was 100.5 F. 
The picture of general peritonitis may now 
become evident. The physical signs of fulmi- 
nating peritonitis, such as inereased pain, 
tenderness and rigidity, will be present. Ten- 
derness in this series was present in the epi- 
gastrium in 58 per cent of the cases; in the 
right upper abdominal quadrant in 17 per 
cent ; in the paraumbilical region in 8 per cent ; 
in the right lower quadrant of the abdomen 
in 5 per cent, and in the left lower quadrant 
in 4 per cent. In 12 per cent the pain was 
generalized. 

No greater degree of boardlike rigidity will 
be encountered in any type of abdominal eatas- 
trophe. This was present in 85 per cent of the 
cases in this series. Peristalsis was absent in 
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60 per cent, diminished in 25 per cent and ap- 
proximately normal in only 16 per cent. This 
disturbance of peristalsis is an indication of 
generalized peritonitis. 

The blood picture was not particularly diag- 
nostic, nor was it constant. In a majority of 
eases the white cell count was moderately in- 
creased (12,000 to 14,000 per eubie milli- 
meter), and the polymorphonuclear cells 
increased to 80 or 84 per cent. The most com- 
mon mistaken diagnosis was acute cholecystitis 
and ruptured appendix. In 8 of the 102 cases 
the diagnosis of acute appendicitis was made ; 
in 11, that of acute cholecystitis, and in 1, 
that of coronary occlusion. In a large per- 
centage of cases, however, the diagnosis is not 
difficult. A careful history and careful evalu- 
ation of signs and symptoms usually point to 
the correct diagnosis. 


TREATMENT 


The treatment of acute perforation with the 
classic symptoms and signs of peritonitis is 
surgical. Conservative nonsurgical manage- 
ment should be employed only if the patient 
is moribund or if shock is too great. Blood, 
plasma and intravenous fluids should be used 
to combat shock, and then operation should 
be performed immediately. The decision to 
postpone operation entails great responsibility 
and should be condemned unless the patient 
is in profound shock. It is unwise to administer 
a narcotic in any ease until a decision has been 
made for or against operation. Operation 
should, however, await recovery from the 
initial shock of perforation. Unfortunately, 
many patients do not arrive at the hospital 
until many hours after perforation and are in 
a condition incompatible with surgical treat- 
ment. 

In this series, approach to the upper peri- 
toneal cavity was accomplished by either a 
right upper rectus (muscle-splitting) incision 
or a right upper paramedian incision. Simple 
suture of the ulcer, or simple suture with an 
omental flap covering was resorted to in 92 
cases, or 90.3 per cent. Suturing and gastro- 
enterostomy were performed in 4, or 3.9 per 
cent; in these cases all the patients had some 
degree of pyloric obstruction. No patient in 
the series was subjected to subtotal gastric 
resection. I favor simple suture for all des- 
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perately ill patients. If the patient survives 
and has symptoms of pylorie obstruction, sub- 
total resection can be done with greater safety 
at a later time. 

Anesthesia.—The choice of an anesthetic 
is of great importance but is frequently 
ignored by writers. In 39 per cent of these 
cases gas-oxygen-ether anesthesia was em- 
ployed. In patients with this condition the 
anesthetist often has difficulty in maintaining 
a smooth anesthesia, and postoperative pul- 
monary complications apparently are more 
frequent. In recent years I have preferred 
spinal anesthesia when the blood pressure war- 
rants it; this form of anesthesia was used in 38 
per cent of the cases in this series. This re- 
sulted in good relaxation, which is of great 
importance in handling a grave surgical lesion. 
With the patient under the influence of spinai 
anesthesia, complete relaxation is obtained; 
hence there is less trauma to the peritoneum 
when one has difficulty in obtaining good ex- 
posure. Operations are frequently prolonged 
by clumsy technic and needless handling of 
tissues. Spinal anesthesia has been highly 
satisfactory and has proved as safe as other 
forms in use. 

Pentothal has been used by a few of my as- 
sociates, but with no great satisfaction. For 7 
desperately ill patients, local infiltration of the 
tissues with procaine was used, and operation 
was limited to a simple suture to close the 
ulcer. 

Drainage.—In recent years I have employed 
less drainage after operation. In 6 cases I used 
the sump drain suprapubically, the pelvis 
being filled with duodenal or gastrie contents. 
In 22 per cent of the cases no drains were 
used at all, and I do not ascribe any death to 
lack of drainage. In 22 per cent, one cigarette 
drain was placed in the right gutter; in 45 per 
cent, one was placed in the right gutter and 
one in the suprapubic area. In recent years no 
drains other than sump drains have been 
used. 

Postoperative treatment also has changed 
during this period. In the first few years 
covered by this report gastric suction was 
seldom used until abdominal distention be- 
came marked. It is now used routinely for 
twelve to forty-eight hours. Formerly no liquid 
or food by mouth was allowed for four to six 
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days; in the lasi five years sips of water have 
been given after the twelfth postoperative 
hour. Parenteral feeding now includes ade- 
quate amounts of proteins and vitamins, while 
from 1935 to 1943 it usually consisted only of 
intravenous dextrose and saline solution. Since 
1939 sulfa drugs have been used in most cases, 
either intraperitoneally or by mouth when the 
patient was able to take them. Since 1944 
penicillin has been used. Penicillin was used 
in the last 27 cases; recently (in the last 3 
eases) penicillin and streptomycin were used. 

The overall mortality in this series was 25.4 
per cent. If those not operated on are ex- 
cluded, the mortality is reduced to 20.6 per 
cent. Many factors influence the mortality 
rate in these cases, one of which is the time 
interval between perforation and surgical in- 
tervention. Of patients operated on within six 
hours after perforation, 1 in 24, or 2.4 per 
cent, died. The death rate for those operated 
on in six to twelve hours was 2 in 25, or 8 per 
cent ; for those operated on in twelve to eigh- 
teen hours, 4 in 10, or 40 per cent; for those 
operated on in eighteen to twenty-four hours, 
3 in 5, or 60 per cent; for those operated on in 
twenty-four to forty-eight hours, 3 in 7, or 43 
per cent. After an interval of forty-hours or 
more, the rate rose to 8 in 13, or 61.5 per cent. 
The mortality rate also rose with the age of 
the patient. Only 1 patient under 42 years of 
age died. 

The kind of anesthesia employed also in- 
fluenced the mortality rate. Spinal anesthesia 
had the lowest mortality rate and loeal (pro- 
caine) anesthesia the second lowest. 

Chemotherapy and the use of antibioties had 
a definite influence in lowering the mortality 
rate. During the years when no gastric suction 
and no chemotherapy was used this rate 
reached its highest level. Before this treat- 
ment was instituted, the rate was 14 in 40, or 
23.5 per cent. After introduction of chemo- 
therapy the mortality rate dropped to 6 in 30, 
or 20 per cent, and after the use of antibioties 
to 1 in 32, or 3.1 per cent. 

According to the present method of treat- 
ment, the mortality should not be more than 2 
or 3 per cent. The procedure used at present 
is: first, operation as soon as the patient is out 
of shock; second, simple suture of the ulcer 
covered by an omental graft; third, the use of 
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spinal or local anesthesia; fourth, adequate 
doses of penicillin and streptomycin, and fifth, 
early ambulation. This method of treatment 
will reduce pulmonary and other complica- 
tions as well as the mortality rate. 


SUMMARY AND CONCLUSIONS 


1. The author presents an analysis of 102 
consecutive cases of perforating gastric and 
duodenal ulcer, covering a twelve-year period. 

2. The age of the patient has a definite re- 
lation to the mortality rate. 

3. The earlier operation is performed after 
perforation, the better the prognosis. 

4. The type of anesthesia is important. 
Spinal and local are the safest and most satis- 
factory. 

5. A simple single layer of interrupted 
sutures covered with an omental flap is all that 
is necessary, provided there is no pylorie ob- 
struction. If pyloric stenosis exists, a simple 
posterior gastroenterostomy can be done in 
fifteen minutes with the patient under spinal 
anesthesia. 

6. In the author’s practice during the last 
few years, drains—especially suprapubic 
drains—have seldom been necessary. 

7. Chemotherapy and antibiotics in ade- 
quate doses should be used in all cases. This 
treatment is most efficacious and also reduces 
the incidence of respiratory and other compli- 
cations. 

8. Gastric suction should be used postop- 
eratively in all cases for twelve to forty-eight 
hours. 

9. Blood chemistry and fluid balance should 
be checked daily, and an adequate intake of 
vitamins and proteins should be maintained. 

10. In the author’s opinion, early ambula- 
tion has lessened the incidence of pulmonary 
complications as well as that of gaseous dis- 
tention, phlebitis and embolism. 


RESUME 


1. L’auteur passe en revue l’analyse de 102 
eas d’uleéres gastriques et duodénaux perforés 
observés pendant une période de 12 ans. 

2. L’age des malades est en rapport défini 
au taux de la mortalité. 

3. Plus lopération est précoce aprés la per- 
foration, meilleur est le pronostie. 

4. Le mode d’anesthésie est important. L’- 
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anesthésie locale et spinale offrent des résultats 
plus sfrs et plus satisfaisants. 

5. S’il n’y a pas d’obstruction du pylore, 
une seule rangée de sutures interrompues re- 
couvertes par un lambeau épiloique suffit. S’il 
y a obstruction du pylore, une gastroentéros- 
tomie postérieure est indiquée. 

6. Dans notre pratique des cing derniéres 
années, l’emploi de drains fut rare. Le drainage 
supra-pubique fut rarement nécessaire. 

7. La chémothérapie et les antibiotiques en 
doses adéquates sont employés dans tous les 
eas. Ce traitement est trés efficace et réduit la 
fréquence des complications respiratoires et 
autres. 

8. La suction gastrique sera employée post- 
opératoirement dans tous les cas pour douze a 
quarente-huit heures. 

9. La chimie du sang et l’équilibre de 
balance des fluides seront inspectés quotidien- 
nement et on donnera au malade une quantité 
de vitamines et de proteine. 

10. Dans l’opinion de l’auteur, l’ambulation 
précoce a diminué la fréquence des complica- 
tions et aussi celles de distension gazeuse, de 
phlébites et d’embolies. 


RIASSUNTO 


1. Analizza 102 consecutivi easi di ulceri 
gastriche e duodenali perforate, occorsi in 
un intervallo di 12 anni. 

2. L’eta’ dei pazienti rivela un rapporto 
definito con la percentuale di mortalita’. 

3. La prognosi e’ tanto migliore, quanto 
piu’ pronta l’operazione dopo la perforazione. 

4. Il tipo di anestesia ha una certa impor- 
tanza. L’anestesia spinale e locale sono le 
piw’ sicure, le piu’ soddisfacenti. 

5. Una sola linea di sutura a punti staceati, 
ricoperta da un lembo di omento, e’ piu’ che 
sufficiente qualora non esista un’ostruzione 
pilorica. In quest’ultima eventualita’, sono 
sufficienti 15 minuti per eseguire una gastro- 
enterostomia semplice, posteriore, in anestesia 
spinale. 

6. Drenaggi—specialmente sovrapubici— 
sono raramente richiesti. 

7. In tutti i casi e’ bene somministrare anti- 
biotici e ricorrere alla chemioterapia in dosi 
adeguate. Cio’ riduce, fra l’altro, l’incidenza 
di complicazioni respiratorie. 

8. L’aspirazione del contenuto gastrico 
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dovrebbe essere continuata in tutti i casi per 
12-48 ore dopo l’operazione. 

9. Il ricambio idrico e le modificazioni bio- 
chimiche del sangue dovrebbero essere sor- 
vegliate quotidianamente: una quantita’ suf- 
ficiente di vitamine e di proteine dovrebbe 
essere mantenuta per tutto il decorso post- 
operatorio. 

10. Una deambulazione precoce diminui- 
rebbe la frequenza della distensione gastrica, 
di complicazioni polmonari, di flebiti, di em- 
bolismi. 

ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


1. Verfasser gibt eine Analyse von hund- 
ertzwei aufeinanderfolgenden Faellen von 
perforierenden Magen- und Zwoelffingerdarm- 
geschwueren, die in einem Zeitraum von 
zwoelf Jahren beobachtet wurden. 

2. Das Alter des Kranken hat eine deut- 
liche Beziehung zur Hoehe der Sterblichkeit. 

3. Je frueher nach der Perforation die Op- 
eration, ausgefuehrt wird, um so besser ist 
die Prognose. 

4. Die Art der Anaesthesie ist wichtig. 
Spinale und lokale Anaesthesien sind am sich- 
ersten und geben die zufriedenstellendsten 
Resultate. 

5. Eine einfache Einzellage von ununter- 
brochenen Naehten, bedeckt von einem Omen- 
tumlappen, ist ausreichend, vorausgesetzt, dass 
kein Pylorusverschluss vorliegt. Im Falle einer 
Pylorusstenose kann eine einfache hintere Ga- 
stroenterostomose innerhalb von fuenfzehn 
Minuten unter Spinalanaesthesie angelegt 
werden. 

6. Draenagen, insbesondere suprapubische, 
sind nach der Erfahrung des Verfassers in den 
letzten Jahren selten notwendig gewesen. 

7. Chemotherapeutische und antibiotische 
Mittel sollten in allen Faellen in ausreichen- 
den Dosen verabfolgt werden. Diese Art der 
Behandlung ist aeusserst wirksam und 
schraenkt das Vorkommen von respiratoris- 
chen und anderen Komplikationen ein. 

8. Die Magenpumpe sollte in allen Faellen 
fuer die Dauer von zwoelf bis achtundvierzig 
Stunden nach der Operation angewandt 
werden. 

9. Chemische Blutanalysen und Bestim- 
mungen der Fluessigkeitsbilanz sollten taeg- 
lich angestellt werden, und fuer eine aus- 
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reichende Zufuhr von Vitaminen und Eiweis- 
skoerpern muss gesorgt werden. 

10. Baldiges Aufsitzen und Aufstehen hat 
nach der Ansicht des Verfassers das Vorkom- 
men von Lungenkomplikationen, Meteorismus, 
Venenentzuendungen und Embolien herab- 
vesetzt. 


RESUMEN Y CONCLUSIONES 


El autor presenta un analisis de 102 casos 
consecutivos de tileera gastrica o duodenal 
perforantes examinados durante un periodo de 
12 anos. 

La edad del paciente tuvo una manifiesta 
relacidn con el promedio mortalidad. 
Cuanto antes se realice la operacién después 
de la perforacién, mejor sera el prondstico. 

El tipo de anestesia es importante. La anes- 
tesia raquidea y local es la mas segura y satis- 
factoria. 

Una simple capa de suturas ininterrum- 
pidas cubiertas con un colgajo del epiplén es 
cuanto se necesita, con tal que no haya obs- 
truccién pilérica. Si existe estenosis pilérica 
puede realizarse en 15 minutos una gastroen- 
terostomia posterior, sencilla, con el paciente 
bajo anestesia raquidea. 
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En la practica del autor durante los ultimos 
anos raramente fué necesario el drenaje, es- 
pecialmente el suprapubico. 

En todos los casos deben usarse quimio- 
terapicos y antibiéticos a dosis adecuadas. 
Este tratamiento es muy eficaz y también re- 
duce la frecuencia de las complicaciones res- 
piratorias 0 de otros tipos. 

Debe usarse en todos los casos la suecién 
gastrica postoperatoria durante 12 a 48 horas. 

Debe comprobarse diariamente el estado de 
la quimica hematica y el equilibrio de los 
humores organicos, debiendo mantenerse una 
ingesta adecuada de vitamina y proteinas. 

A juicio del autor, la deambulacién precoz 
ha disminuido la frecuencia de las complica- 
ciones pulmonares asi como la de la distensién 
gaseosa, flebitis y embolias. 
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Portrait of a Discoverer 


His distinguished features, his penetrating gaze, his modest and unassuming 
manner marked Roentgen out as a man of extraordinary character. Indeed, he was 


described by the daughter of an intimate friend as a personification of the nineteenth- 
century ideal: robust, erect. vigorous, and devoted to his science; full of humor, 
never arrogant or biased, but open to everything new that did not seem to him 
extravagant or just superficially clever... . A certain shyness, amounting almost to 
diffidence, took possession of him in the presence of strangers . . . but once sure that 
a person was genuine Roentgen lost all his reserve, and with those fortunate enough 


to be admitted to close friendship he kept faith until the end—W. H. Woglom 
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Editorial 


Joint Enterprise 
An Open Letter to Our Contributors: I. The Manuscript 


Periodical publication in the commercial 
magazine field, we understand, is an enterprise 
earried on in an atmosphere of perpetual 
conflict, especially between editors and con- 
tributors. The author who writes stories or 
articles for popular consumption usually con- 
siders the editor his natural enemy, and the 
editor regards the author at times as a nui- 
sance. Such is the tradition, whether wholly 
true or partly false. 

The publication of a scientific journal, on 
the other hand, proceeds for the most part in a 
serious and harmonious atmosphere of ¢o- 
operation. Such misunderstandings as arise are 
generally due to an incomplete conception on 
the author’s part as to what is involved in the 
prompt and successful presentation of a scien- 
tific manuscript. Editorial work is a highly 
specialized field. It is therefore no matter of 
surprise that a contributor occasionally places 
blame in the wrong quarter or fails to realize 
that delay in the appearance of his material 
might have been avoided if a few preliminary 
precautions had been observed in the submis- 
sion of the manuscript. 

Let us therefore examine several manu- 
scripts submitted for publication and see what 
must be done before they are published. Here is 
a good paper, sent us by Dr. A. The material 
is authentic and well organized; the script is 
neatly typed in double space. So far so good. 
There is a list of references at the end. We 
look them over and are distressed to find that 
nearly half of them are incomplete. In some 
instances the author’s initials are omitted, in 
others the title of the article, in others the 
volume number, the page number, or the date 
of publication. True, our editorial staff has 
access to the Quarterly Cumulative Index 
Medicus and may be able to complete most of 
them; but here are several references to text- 
books, in which neither the publisher’s name 
nor the year of publication is included. Not 
even the Index ean tell us which volume to 


search; the date of publication is what we 
need ; if we must write to the author to secure 
it, time will be lost. If, on the other hand, 
we allow the copy to be set up as it is, we must 
ask the author to complete it on the galley 
proof, which involves not only time but the 
expense of resetting the type. The manuscript 
that looked so promising at the first glance 
is laid aside in favor of one that will not en- 
danger the deadline. 

Dr. B.’s manuscript really presents a prob- 
lem, for it is typed in single space. There is 
no room between the lines for emendations. It 
will therefore have to be retyped in the office, 
not once but twice; the first time to enable the 
copy editor to edit it, the second time to make 
it clearly legible for the printers. Much time 
is lost in such a process. 

Dr. C. has sent us an excellent account of a 
new instrument he has devised. The paper is 
valuable in spite of its brevity, and of course 
we wish to publish it at once. But what is this? 
There are nineteen illustrations! The text of 
the article will cover, at most, two pages. What 
can be done? The utmost ingenuity of the 
layout artist cannot force nineteen fair-sized 
illustrations into suitable compass for a two- 
page article. Correspondence with the author 
is therefore necessary, probably involving the 
temporary return to him of both the manu- 
script and the illustrations. 

Dr. D. has sent a letter along with his arti- 
cle. In this letter he tells us unconditionally 
that no changes whatever are to be made and 
that the article must be published immediately. 
Dr. D.’s first requirement is an impossibility, 
and his second demand is defeated by the ne- 
cessity of writing him a tactful letter telling 
him so. No unnecessary changes are made in 
any article, but a great many necessary ones 
are made in all. Every journal has and must 
have its standard, invariable style in such mat- 
ters as the disposition of heads and subheads, 
the writing out of numerical values, the ar- 
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rangement of tables, the numbering and leg- 
ends of illustrations, ete. Only in this way 
can any journal present a consistent and well- 
edited appearance. If the author’s style in 
these matters does not conform to that of the 
particular journal it is the business of the edi- 
tors to make it conform before it goes to the 
printer. The editorial staff of the JouRNAL oF 
THE INTERNATIONAL COLLEGE OF SURGEONS 
takes its responsibilities very seriously, and no 
change is ever made that alters the original 
meaning. Changes are made only (a) to bring 
the material into conformity with the Jour- 
NAL’s style, (b) to correct actual misspellings 
or grammatical errors, (c) to eliminate repe- 
tition, (@) to supply what the author has left 
out (e.g., in the reference list or bibliography ) 
and (e) to improve the sequence of subdivi- 
sions in the rare instances when this is neces- 
sary. Should an error creep in, as will happen 
occasionally since the best of editors are but 
human, the author himself is not more deeply 
distressed than is the unfortunate worker who 
is responsible for the mistake. 

Special problems are posed by the foreign 
article which is not too well translated and re- 
quires hours of extra time to rewrite in intel- 
ligible English; by the article written in Eng- 
lish but written carelessly ; by the article which 
has the illustrations pasted directly on the 
text pages; by the article submitted with illus- 
trations but without legends to explain them ; 
by illustrations whose legends are written on 
their backs, and by the article already inter- 
lined with the author’s corrections, which 


should have been typed again before submis- 


sion. Examples of all these difficulties are fre- 
quent. In most instances the author never 
hears of them. The Editorial Staff corrects 
them cheerfully, patiently and as expeditiously 
as may be, but time is lost in spite of every- 
thing. A monthly deadline, like time and tide, 
waits for no man; unless the material for an 
issue reaches the printer in good condition be- 
fore that deadline falls, it cannot appear in 
that particular issue. 

Other special problems are presented by the 
exigencies of printing, engraving and layout. 
Few authors realize how many and how diver- 
sified are the activities involved. Let us trace 
the progress of an article from the time it 
leaves the author’s hands until it appears 
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complete in the pages of the JOURNAL: 

The paper, on its receipt, is checked in and 
sent to the Editorial Board for acceptance or 
rejection. Let us assume that it is promptly 
accepted. The Board returns it to the Editorial 
Office, and it is tentatively scheduled for early 
appearance by the Editor. It is then turned 
over to the copy editor for processing. The 
manuscript is edited and given to a typist 
for copying. Meanwhile the copy editor ex- 
amines the illustrations, attaches the official 
sticker to the back of each giving the en- 
graver the size and proportions desired, direc- 
tions for art work if necessary to remove 
blemishes, extraneous material, ete., and sends 
them to the engraver for an estimate of the 
cost. The article has now been copied. The 
copy editor reads it again, carefully checking 
it with the original to make sure that no mis- 
takes have been made in typing. An assistant 
then checks it over for the author’s degrees, 
the date of submission and other pertinent 
data. The typist has copied the summary in 
quadruplicate (if there was no summary, the 
copy editor has written one) and a copy is 
sent to each of our four translators so that it 
may appear in French, Spanish, Italian and 
German as well as in English. 

The engraver’s estimate comes in. This is 
sent to every author with a return card indi- 
eating his approval. Only when the card has 
been returned can the engraver be given the 
order. 

Very well; the card is returned, the en- 
eraver is told to go ahead and make the cuts, 
and the seript is sent to the printer to be set 
in galleys. The galleys return; one set is sent 
to the author, one is carefully “read to copy” 
and filed, and the other is cut up to be used 
in the layout. Every page of the JOURNAL as 
the reader sees it has been meticulously pasted 
up on dummy sheets exactly as it will finally 
appear—text, legends, illustrations and _ all. 
The dummying up of a journal of this size is 
alone a major operation, requiring several 
days and a great deal of painstaking labor for 
completion. 

Only when the dummy is complete and all 
corrected proofs have been received from the 
authors and approved by the Editor; only 
when all foreign summaries have been re- 
ceived, set in type and pasted up; only when 
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all large blank spaces have been supplied with 
suitable short material and every page given 
a final close scrutiny for errors is the issue 


ready to go to press at last. The Editorial 
Staff relinquishes it with fear and trembling, 
knowing that it is now too late to do anything 
about it should something be wrong. Will Dr. 
A. be satisfied with the placing, or the com- 
bining, of his illustrations? Will Dr. C. be 
annoyed because he was not permitted to call 
a patient a case? Will Drs. G., J., L. and K. be 
pleased or displeased with the summaries sup- 
plied? Whatever the outcome, it is all in the 
laps of the gods; the inexorable presses are 
even now rolling out the issue form by form, 


EDITORIAL 


and next month’s manuscripts are clamoring 
for attention. The Editorial Staff uncrosses its 
superstitious fingers and gets back to work. 
Perhaps, in next week’s mail, there will be 
complaints; perhaps, on the other hand, there 
will be the shining and unforgettable treasure 
of a letter of thanks—usually, be it said in all 
gratitude, from one of the authors whose 
work was best presented in the first place. 
For this is the invariable rule in author-editor 
relations—the best writers are those who most 
appreciate the editor’s efforts. They are good 
writers because they are perpetual self-critics. 
The desire for perfection causes them no sur- 
prise. M. T. 


It is with the deepest sorrow that we record, 


as we go to press, the death of 


DESIDERIO ROMAN. M.D.. F.A.C.S8.. F.L.C.S. 
Past President, International College of Surgeons 


The Officers and Trustees of the College 


express their profound sympathy and sincere condolences 


to the bereaved. 
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New Horizons 
By the Editor 


In any sudden emergency a human life may 
depend upon the surgeon’s ingenuity, resource- 
fulness and quick thinking. There is still need 
of all three even in the ultramodern hospital, 
with its wealth of highly specialized instru- 
ments, apparatus and trained assistance. What 
then shall be said of the demand upon the lay- 
man confronted with a desperate emergency 
that gives him no time to secure the surgeon’s 
attention ? 

A few weeks ago, on a Montana farm, a man 
tried to eat his supper and found that he could 
not swallow. His throat was sore. He felt it 
with his hand. It was swelling. He thought 
little of it, remembering that he had been 
hit in the “Adam’s apple” by a baseball that 
afternoon. He applied his own treatment— 
hot packs—and went to bed. About midnight 
he awoke again, strangling. He could not 
breathe. He was dying for want of air. The 
nearest doctor was twenty-five miles away. 

In the farmhouse with him were a brother 
and the brother’s wife, a young woman who 
had had three months’ training as a nurse... . 
just enough to teach her that her brother-in- 
law would die unless a way were found to let 
air into his lungs. The patient himself realized 
it and motioned her to act, making a cutting 
gesture across his throat. 

The patient’s brother took a jackknife from 
his pocket. He had been seraping paint with it 
the day before. Silently he handed it to his 
wife, who hesitated, nerved herself and 


plunged the knife into her brother-in-law’s 


Object Lesson* 


throat. The first thrust did not reach the 
windpipe ; the second reached it but would not 
penetrate it; the knife was too dull. The hus- 
band brought a sharp paring knife from the 
kitchen and completed the incision. His wife 
meanwhile cut a small piece of rubber tubing 
from a household syringe. The incision was not 
large enough for its insertion. Another slash 
was made, and the tube went in. 

All this without anestheties, please note, and 
without even an operating table, the patient 
being held upright by force. With the others’ 
aid he walked to the family car and was driven 
posthaste to the nearest hospital. The attend- 
ing surgeon, having done what was necessary, 
looked at the amateurs respectfully. “A good 
job. ... That incision is in exactly the right 
place ... and only a quarter of an inch longer 
than I would have made it myself.” Six days 
later the patient left the hospital and returned 
to his work on the farm. 

Such a story ealls for little comment. It is 
one more heartening evidence of the fact that 
the pioneer courage and resourcefulness that 
built America are still with us, and that in- 
telligence and decision are sometimes more im- 
portant than either training or equipment. Its 
chief significance to men of our profession is 
that of a reminder, of which too many of us 
stand in need. Let us never forget that the 
chief instrument is always the surgeon him- 
self, and that no amount of costly equipment 
can substitute for strength, decision and cour- 


age. 


*This incident was brought to our attention by Dr. Robert C. Davis of Great Falls, Montana, to whom 


grateful acknowledgement is made. 


The deep secrets of generation have been revealed, and the scheme of evolution 
has given us fairy tales more enchanting than the Arabian Nights’ entertainment. 


—Osler 
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General News Notes 


Ambulatory Fracture Association Meeting: 
Announcement is made of the eleventh annual 
meeting of the Ambulatory Fracture Association, 
to be held at the Gibson Hotel in Cincinnati, Ohio, 
from October 16 to 19 inclusive, 1950. The asso- 
ciation was founded for study of skeletal pinning 
and external fixation. The program will include 
the various skeletal fixation technics, intramedul- 
lary pinning and hip nailing. Dr. Custis Lee Hall 
is president of the organization. Information may 
be secured from the offices of the Association at 
120 South La Salle Street, Chicago 3, Ilinois. 


Rehabilitation: The Kessler Institute for Re- 
habilitation has recently completed a year of highly 
successful service. Dr. Kessler writes: 

“Our institution is a nonprofit voluntary com- 
munity service organization. . .. All patients ad- 
mitted to the Kessler Institute come to us through 
medical referral. All patients are provided with 
a physical examination and evaluation to determine 
their potentialities for rehabilitation. ... Our re- 
habilitation center does not provide for surgical, 
roentgenologic or laboratory work. Whenever these 
services are indicated, they are secured from a lo- 
cal hospital. Our program, therefore, concentrates 
on the training aspects of rehabilitation only. All 
patients who come to us, whether on an inpatient 
or an outpatient basis, receive a well-rounded pro- 
gram of rehabilitation activities, including ocecu- 
pational and physical therapy, recreation, and 
training in the activities of daily living. This 
program is coordinated by one member of our 
therapy staff. ... Patients do not come to us for 
a single treatment, but are scheduled for a com- 
plete program. Our service also includes voea- 
tional guidance and prevocational training activi- 
ties in the occupational therapy department. This 
system of vocational exploration enables the voca- 
tional guidance staff to secure a realistic approach 
to the patient’s physical abilities in relation to the 
demands of the job for which he is suited... . 

“We also carry on an extensive education pro- 
gram. ... From time to time lectures and clinics 
are scheduled at the institute. We have an annual 
three-day amputee conference, and other courses 
on rehabilitation technics are presented. These have 
included lecture series on amputations, neuro-anat- 
omy, anatomy for physical therapists, ete. These 
courses are delivered, usually, by a medical or pro- 
fessional staff member. In addition, we occasionally 
conduct courses under the sponsorship of a loeal 
professional group, sometimes with visiting guest 


lecturers. These sessions are open not only to our 
own staff members but to other qualified profes- 
sional personnel.” 


Public Health Association Meeting: The sev- 
enty-eighth Annual Meeting of the American Pub- 
lic Health Association and meetings of thirty-two 
related organizations in the field of public health 
and preventive medicine will be held in Kiel Audi- 
torium, St. Louis, October 30 to November 3. 

More than 400 speakers and discussants will par- 
ticipate. The following sections are being devel- 
oped: Dental Health, Engineering, Epidemiology, 
Food and Nutrition, Health Officers, Industrial 
Hygiene, Laboratory, Maternal and Child Health, 
Medical Care, Public Health Education, Public 
Health Nursing, School Health and Statistics. 

The 1950 Lasker Awards for outstanding contri- 
butions to medical research and public health ad- 
ministration will be presented on Tuesday evening, 
October 31. The Sedgwick Memorial Medal, the 
Association’s highest honor, given for distinguished 
service in public health, will be awarded at the 
Banquet Session on Thursday evening, November 
2. Further information may be obtained from 
Dr. Reginald M. Atwater, Executive Secretary, 
American Publie Health Association, 1790 Broad- 
way, New York 19, N. Y. 


Appointment: Thomas J. Kirwin, M.D., 
F.A.C.S., F.L.C.S., has been made Chairman of 
the Post-Graduate Urological Convention, con- 
ducted by the New York Society of the American 
Urological Association. The convention will be 
held at the Waldorf Astoria Hotel, November 
6-10, 1950. 


A.M.A. Convention: Dr. Robertson Ward, Fel- 
low of the College at San Francisco, was the co- 
chairman with Dr. John Cline, President-Elect of 
the American Medical Association, for the A.M.A. 
meeting held in San Francisco, one of the most 
interesting conventions held in recent years. Dr. 
Ward was a delegate to the A.M.A. from California 
and was also Chairman of the Committee on 
Chronie Diseases. Dr. Suren H. Babington, Berke- 
ley, writes: “Dr. Ward's enthusiasm and willing- 
ness to do everything within his power to make 
the meeting a success played an important part.” 


News from New Zealand: Ralph Scovel, M.D., 
F.1.C.8., of San Franeisco, and his wife made a 
six-week flying trip to New Zealand early this 


year. While there, he read a paper before the New 
Zealand Medical Society on “Recent Advances in 
Surgery.” He found New Zealand’s surgeons very 
interested in the International College of Surgeons, 
and plans are being developed for the formation 
of a chapter there. 


New Publication: A very instructive 90-page 
booklet on the Herrick Memorial Hospital at 
Berkeley is being edited by Dr. Suren H. Bab- 
ington. 


Certification: Lawrence FE. Brown, M.D., 
F.LC.S., Berkeley, California, was recently cer- 
tified by the newly-organized American Board of 
Proctology. 


Interamerican Congress of Surgery: The fol- 
lowing have been chosen to form the Organization 
Committee for the Seventh Interamerican Congress 
of Surgery : 

President : Dr. Osear Guzman del Villar 

Secretary : Dr. Jorge de Romana 

Voting Member: — Dr. Felipe A de la Torre 

The subjects to be covered in the papers for the 
Congress are (1) Traumatism of the Urethra, (2) 
Rectosigmoid Cancer: Treatment, and (3) Results 
of Burns: Treatment. The meeting will be held in 
Lima, November 19 to 25 inclusive, under the aus- 
pices of the Peruvian Government and in accord- 
ance with the regulations established by the Asso- 
ciation of Interamerican Congresses of Surgery. 

Further information may be obtained on re- 
quest from Dr. Oscar Guzman del Villa, President, 
Camana 773, Lima, Peru. 


Plastic Surgery Congress: A letter José Vélez 
Canseco, President, Esteban D. Rocca, Assistant 
Secretary, and Felipe L. Plaza, Secretary General, 
Latin American Society of Plastie Surgery, an- 
nounces that the Fifth Congress of that organiza- 
tion will be held in Lima, Peru, November 5 to 10 
inclusive, 1950. Members of the International Col- 
lege of Surgeons are cordially invited both to 
attend and to participate by presenting papers on 
plastic surgery or a related subject. The Congress 
will appreciate knowing the names of those who 
plan to attend and the titles of the papers they 
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wish to present. In order that the program may be 
arranged punctually, this information is needed 
at the earliest possible date. 


Phthisiologic Congress: The Second Argentina 
Congress on Phthisiology will convene in Cordoba, 
November 28-30, under the presidency of Professor 
Gumersindo Sayago. The program includes a dis- 
cussion of the results of BCG vaccination, anti- 
bioties in the treatment of tuberculosis and serosas 
tuberculosis. 


German Surgical Society: Prof. Dr. E. K. Frey, 
Director of the Surgical Clinie of the University 
of Miinchen has been elected President of the Ger- 
man Surgical Society. The following were made 
Honorary Fellows: Prof. H. von Haberer, Prof. 
N. Guleke, Prof. R. Stich, Prof. A. Lawen and 
Prof. Oehlecker. 


Bone Bank Established in Brooklyn: Dr. Paul 
Meyer, Jr., Executive Director, announces the 
establishment of a “bone bank” at the Jewish Hos- 
pital of Brooklyn. Deposits of bone will be ob- 
tained and kept under sterile conditions, to be 
made available to surgeons for bone grafting pro- 
cedures. This will eliminate the necessity of taking 
bone from donors. It is expected that the stored 
bone, being immediately available, will shorten the 
time of operation and minimize shock. 


Postgraduate Course in Thoracic Diseases: The 
Council on Postgraduate Medical Education and 
the Illinois State Chapter of the American College 
of Chest Physicians announce the Fifth Annual 
Postgraduate Course in Diseases of the Chest, to 
be held in the St. Clair Hotel, Chicago, Oct. 16-20 
inclusive, 1950. Organization members and mem- 
bers of the staffs of medical schools and hospitals 
in Chicago will cooperate. Dr. Edwin R. Levine 
is chairman of the Course Committee and is as- 
sisted by Dr. Otto L. Bettag, Dr. William J. Bryan, 
Dr. Paul H. Holinger and Dr. Charles K. Petter. 
The Chairman of the Council on Postgraduate 
Medical Education is Dr. J. Winthrop Peabody. 
A varied and highly stimulating program has been 
arranged. 


more he will throw into it. 


Everyone should keep a mental wastepaper basket, and the older he grows the 


—Samuel Butler 
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Chapter News 


United States Chapter 


CLEVELAND ASSEMBLY 


Dr. Arnold Jackson, Secretary of the United 
States Chapter, announces that final arrangements 
for the Cleveland Assembly, October 31 to Novem- 
ber 3 inclusive, 1950, have been completed. All in- 
dications point to the largest meeting in the history 
of the College. 


Hotel Reservations: The Cleveland Hotel, head- 
quarters for the Assembly, has been completely 
reserved, and the Statler and other hotels are fill- 
ing rapidly. Those who have not vet made hotel 
reservations are urged to write or wire the Cleve- 
land Convention Bureau, Committee on Hotels, at 
once. 


Banquet: Dr. Chester Trowbridge, Chairman of 
the Banquet Committee, reports that reservations 
for the banquet are being filed rapidly and that 
all seats are expected to be taken by the time the 
Assembly opens. Dr. Frank Lahey, the only 
speaker at the Banquet, will address the Assembly 
on “Some Recent Advances in Surgery.” 


Scientific Program: The scientific program is 
now complete unless some unexpected last-minute 
changes are required. Dr. Charles B. Puestow, 
prominent Chicago surgeon, will take the place on 
the program of the late Dr. Roy Kracke and will 
discuss surgery of the biliary tract. Dr. Max 
Thorek, in charge of guest speakers, announces that 
Professor Benedicto Montenegro, F.A.C.S., F.L.C.S. 
(Hon.), noted Brazilian surgeon (Sao Paulo) ; Pro- 
fessor Alfredo Monteiro, F.A.C.S., F.1.C.S. (Hon.), 
Rio de Janeiro, Brazil; and Professor Giuseppe 
Bendandi, F.1.C.S., Rome, Italy, will appear on 
our program. 


Convocation: Dr. Francis D. Wolfe of Chicago, 
Chairman of the Convocation Committee, an- 
nounces that all plans are complete and that this 
will be a colorful and brilliant function. Dr. 
Ernest F. Purcell, Newark, New Jersey, will again 
be in charge of the pageant, and Dr. Claire E. 
Carr, Chicago, is Chairman of the Musical Pro- 
gram. Over 600 candidates will be inducted. Dr. 
Custis Lee Hall will preside. In a special ceremony 
the candidates for the newly-established Junior 
College, headed by Chairman Dr. William Hob- 
bins, Madison, Wisconsin, will be inducted as 
members. 


Motion Picture Program: The Chairman, Dr. 
Philip Thorek, has prepared an outstanding mo- 
tion picture program. It covers all phases of major 
surgery and includes many of America’s leading 
surgeons. The program appears elsewhere in this 
issue. 


Honorary Fellows: A number of eminent sur- 
geons will be inducted as Honorary Fellows. 


Television: This will be an important innova- 
tion and will be presented by the Smith, Kline and 
French Laboratories of Philadelphia, who have 
sponsored all previous television surgical programs. 
Dr. Thomas S. Gerspacher, Cleveland, in charge 
of this program, announces that surgical operations 
will be presented on Wednesday through Friday 
from 9 a.m. to 1 p. m., originating at St. Vincent's 
Charity Hospital. Operations will be performed 
by leading Cleveland surgeons, and excellent view- 
ing facilities will be provided. 


Technical Exhibits: Mr. William J. Burns an- 
nounces that the technical exhibits will include 127 
of the most recent developments in the various 
fields of surgery. 

The Davis and Geck Company will again present 
their popular motion picture program. 


Ladies’ Entertainment: Mrs. Hudson D. Fow- 
ler and her committee promise that there will not 
be a dull moment for the ladies attending the 
Cleveland Assembly. An especially attractive pro- 
gram of luncheons and teas and a style show at 
the famous Higbee Silver Grill has been arranged 
to display the latest in fall gowns. 


Special Sections: Sections to be featured on 
this year’s program are those on Urology, Ortho- 
pedies, Ophthalmology and Otolaryngology. 

The Urological Section will meet in Clubroom C 
of the Auditorium on Wednesday morning. The 
first speaker will take the floor at 9 o’clock. Dr. 
Gershom J. Thompson and Dr. Virgil Counseller, 
both of the Mayo Clinic, recognized world-wide 
authorities, will present a paper on the subject 
“Ureterovaginal Fistula.” A splendid program 
will follow: 

The Eye, Ear, Nose and Throat Section meets 
also on Wednesday morning in Clubroom B, and 
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the eye, ear, nose and throat specialists will as- 
semble for another stimulating program continu- 
ing through Thursday. These sections of the Col- 
lege are rapidly developing under the direction of 
such leaders as Dr. Chevalier L. Jackson. 

The Orthopedic Section meets on Wednesday 
afternoon in Clubroom C under the direction of 
Dr. Henry Meyerding, incoming President of the 
United States Chapter. Several splendid papers 
will be presented at this session, among them one 
by Dr. George Gareeau, Professor of Orthopedic 
Surgery, Indiana University Medical School, and 
recently elected Fellow of the College. 

The Executive Council has authorized the estab- 
lishment of a section on Obstetrics and Gynecology. 
Those interest in the formation of this section are 
requested to meet in the main assembly room im- 
mediately after the Wednesday afternoon program. 


General Assembly Program: This program, 
commencing Tuesday morning, has been arranged 
to provide a comprehensive postgraduate review 
by leaders in two important fields—gastrie surgery 
and thyroid surgery. The faculty of Western Re- 
serve University Medical School will introduce the 
discussion by presenting the basic phases of each 
subject. These discussions will be limited to a 
fifteen-minute review of the anatomic, physiologic, 
pathologie and roentgenologic aspects. The Tues- 
day and Wednesday morning symposiums on Gas- 
trie and Thyroid Surgery will be followed in the 
afternoon by papers on general surgical subjects 
by other leaders in the profession. 

At 8:00 p.m. on Tuesday and Wednesday all 
surgeons will assemble in the main hall to discuss 
gastric and thyroid surgery. The discussion speak- 
ers on the symposiums will appear on the plat- 
form and will answer questions through modera- 
tors. Questions will be collected during the morning 
sessions in order to give the essayists sufficient 
time to prepare their answers. 
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The Assembly program is such an extensive one 
that all members are requested to study it carefully 
in its final form, which will be mailed shortly be- 
fore the meeting, and to budget their time accord- 
ingly. As only one copy of the final program will 
be sent, members are urged not to forget to bring 
them to Cleveland. Promptness in attending all 
sessions will be necessary, for the program must 
be run strictly on schedule. 
* 

Southern Surgical Section. An enthusiastic let- 
ter has been received from Dr. J. M. De los Reyes 
of Los Angeles, stating that the Southern Califor- 
nia delegation is planning to arrange for special 
cars to attend the Cleveland meeting and that a 
large group is coming. He also reports that plans 
are under way for a Southern California meeting 
of the College on September 13, at Los Angeles, 
and that Dr. Robertson Ward, San Francisco, Re- 
gent of the Northern California group, will speak 
on “Carcinoma of the Thyroid.” 


Joint Meeting: On September 6 a joint meet- 
ing of the Wyoming and Colorado Sections of the 
United States Chapter of the International College 
of Surgeons and the Wyoming Chapter of the 
American Academy of General Practice was held 
at Cody, Wyoming. Dr. William Carpenter Mac- 
Carty of the Mayo Clinie spoke at the preliminary 
luncheon. Speakers on the scientific program were : 

Dr. Kenneth C. Sawyer, Assistant Professor of 

Surgery, University of Colorado Medical 
School, Denver 

Personal E.xrperiences with Gastric Malignan- 
cies 

Dr. R. Dean Woolsey, Assistant Professor of 

Neurosurgery, St. Louis University 
Low Back Pain 

Dr. Glenn W. Koford, Co-Chief of Surgical 

Staff, Memorial Hospital, Cheyenne 
Persistent Occipitoposterior Labors 


intercourse. 


An honest misunderstanding is frequently the ground for future friendly 


—Henry David Thoreau 
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Final Program 


Fifteenth Assembly 


of the 


INTERNATIONAL COLLEGE OF SURGEONS 


? United States Chapter 


CLEVELAND PUBLIC AUDITORIUM, CLEVELAND, OHIO 
October 3!-November Inclusive, 1950 


Tuesday, October 31, 1950 
MORNING SESSION 


Presiding: Lyon H. Appleby, M.D., F. R. C. S. (Eng.), 


(Can.), F.A.C.S., F.1.C.S., Vancouver, 
Canada 


Secretary: Lloyd J. Netto, M.D., F.I.C.S., 


West Palm Beach, Florida 


Gastric Symposium 
9:00- 9:15 Patterson, John W., M.D. 


Assistant Professor of Anatomy, Western Reserve 
University School of Medicine. 


“Summary of the Surgical Anatomy of 
the Stomach” 


9:15- 9:30 Selkurt, Ewald, M.D. 


Associate Professor of Physiology, Western Re- 
serve University School of Medicine. 


“Summary of the Physiology of the 
Stomach” 


9:30- 9:45 Reagan, James W., M.D. 


Assistant Pathologist, Western Reserve University 
School of Medicine. 


“Summary of the Surgical Pathologic 
Lesions of the Stomach” 


9:45-10:00 Friedeli, Hymer L., M.D. 


Professor of Radiology, Western Reserve Univer- 
sity School of Medicine. 

“A Survey of Upper Gastrointestinal 
Tract Lesions as Found by X-Ray Exami- 
nations, with Special Reference to Early 
Gastric Cancer” 


10:00-10:45 Intermission to View Exhibits 
10:45-11:00 Sawyer, Kenneth C., M.D., F.A.C.S., 


F.I.C.S., Denver 

Assistant Professor, University of Colorado Med- 
ical School and Tumor Clinic; Consultant, 
General Surgery, Fitzsimons General Hospital, 
Denver; Consultant, General Surgery, Veterans 
Hospital, Fort Logan. 

“Personal Evaluation of Vagotomy in 
Treatment of Peptic Ulcer” 


11:00-11:15 Nissen, Rudolph, M.D., F.I.C.S., 


New York 

Assistant Professor, Clinical Surgery, Long Island 
College of Medicine; Attending Surgeon, Brooklyn 
Jewish Hospital. 


“Atypical Gastroduodenal Resections for 
Peptic Ulcer” 


11:15-11:30 Wise, Robert A., M.D., F.A.C.S., 


Portland, Oregon 


Assistant Clinical Professor of Surgery, University 
of Oregon Medical School; Chief, Surgical Serv- 
ice, Veterans Hospital, Portland. 


“Gastric Polyps—Discrete and Diffuse” 


11:30-11:45 Connolly, Earl A., M.D., F.A.C.S., 


F.I.C.S., Omaha 


Associate Professor of Surgery, Creighton Univer- 
sity School of Medicine; Attending Surgeon, St. 
Joseph’s, Doctors, St. Catherines and Childrens 
Hospitals. 


“Bleeding Peptic Ulcer” 


11:45-12:00 Meyer, Karl A., M.D., F.A.C.S., F.I.C.S., 


Chicago 

Professor of Surgery, Northwestern University 
Medical School; Chairman, Department of Sur- 
gery, Cook County Hospital. 


and 
Irving F., M.D., 
Chicago 
Clinical Assistant. in Surgery, Northwestern Uni- 
versity Medical School; Research Associate, Hek- 
toen Institute for Medical Research. 
“Recurrent Peptic Ulcer Following Sur- 
gery—Diagnostic and Therapeutic Prob- 
lems” 


12:00-12:15 Babington, Suren H., M.D., F.I.C.S., 


Berkeley, California 
Chief of Surgery, Herrick Memorial Hospital, 
Berkeley. 


‘“*Pre- and Postoperative Care in Gastric 
Surgery” 


Tuesday, October 31, 1950 
AFTERNOON SESSION 


Presiding: Moses Behrend, M.D., F.A.C.S., F.I.C.S., 


Philadelphia 


Secretary: Ralph E. Scovell, M.D., F.I.C.S., 


San Francisco 


2:00- 2:20 Baumgartner, Conrad J., M.D., F.A.C.S., 


F.I.C.S., Beverly Hills, California 


Associate Professor of Surgery, College of Med- 
ical Evangelists, Los Angeles; Senior Surgeon, 
Los Angeles County General Hospital. 


“Lateral Cysts and Fistulas of the Neck” 
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2:20- 2:40 Sauer, Dean, M.D., F.A.C.S., 
St. Louis 


Senior Instructor in Surgery, St. Louis University 
School of Medicine; Attending Surgeon, St. Louis 
City and St. Louis County Hospitals, St. Louis. 


“Multiple Visceral Resections”’ 


2:40- 3:00 Thorlakson, Paul H. T., M.D., M.R.C.S. 
(Eng.), F.R.C.S. (C), F.A.C.S., 
Winnipeg, Canada 


Associate Professor of Surgery, rag of 


Manitoba; Director and Chief of Surgery, Winni- 
peg Clinic. 
“Multiple Primary Foci of Carcinoma of 
the Colon” 

3:00- 3:20 Puestow, Charles B., M.D., F.A.C.S., 
Chicago 


Chief, Surgical Service, Veterans Administration 
Hospital, Hines, Illinois; Senior Surgeon, Illinois 
Research and Educational Hospitals, Henrotin 
Hospital, Chicago. 


“Causes of Postcholecystectomy Syn- 
drome” 

3:20- 3:40 Curtis, George M., M.D., F.A.C.S., 
F.I.C.S. (Hon.), Columbus, Ohio 


Professor of Surgery, Ohio State University Med- 
ical School; Chief, Research Surgical Service, 
University Hospital. 


“The Indications for Splenectomy” 
3:40- 4:10 Intermission to View Exhibits 


4:10- 4:30 Monteiro, Alfredo, M.D., F.A.C.S., 
F.I.C.S. (Hon.), Rio de Janeiro, Brazil 

4:30- 4:50 Witte, Dexter H., M.D., F.A.C.S., F.I.C.S., 
Milwaukee 


Former Associate Clinical Professor of Surgery, 
Marquette University Medical School. 


“Carcinoma of the Cervical Stump” 


EVENING SESSION 


8:00- 9:00 Panel Discussion with Morning Speakers 


Moderator: Claude J. Hunt, M.D., 
F.A.C.S., F.1.C.S., Kansas City, Missouri 


9:00-10:00 Panel Discussion with Afternoon Speak- 
ers 
Moderator: Herbert Acuff, M.D., 
F.A.C.S., F.I.C.S., Knoxville, Tennessee 


Wednesday, November |, 1950 


MORNING SESSION 


Presiding: Gordon S. Fahrni, M.D., F.R.C.S. (Can.), 
F.A.C.S., F.1.C.S. (Hon.), Winnipeg, Canada 
Lindon Seed, M.D., F.I.C.S., Chicago, 


Secretary: 
inois 


Thyroid Symposium 
9:00- 9:15 Francis, Carl C., MD. 


Assistant Professor of Anatomy, Western Reserve 
University School of Medicine. 

“Summary of the Surgical Anatomy of 
the Thyroid Gland” 


9:15- 9:30 Shipley, Reginald, M.D. 

Associate Professor of Medicine, Western Reserve 
University School of Medicine. 

“Summary of the Physiology of the Thy- 
roid Gland” 
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9:30- 9:45 Graham, Allen, M.D., F.A.C.S., 
Pittsburgh 


Associate Professor, Departments of Surgery and 
Pathology, Western Reserve University School of 
Medicine; Surgical Pathologist, Cleveland Clinic 
Foundation; Pathologist, Western Pennsylvania 
Hospital, Pittsburgh. 


“Criteria of Thyroid Malignancy” 


9:45-10:00 Davison, T. C., M.D., F.A.C.S., F.I.C.S. 
(Hon.), Atlanta 


President, American Goiter Association; Chief, 
Surgical Service of Georgia Baptist Hospital; 
Surgical Consultant, Sheffield Cancer Clinic. 


an 
Letton, A. H., M.D., F.A.C.S., F.I.C.S., 
Atlanta 
“Thyroiditis” 


10:00-10:45 Intermission to View Exhibits 


10:45-11:00 Bartels, Elmer C., M.D., F.A.C.P., 
Boston 
Department of Internal Medicine, Lahey Clinic, 
Boston. 
“The Proper Pre-operative Use of Anti- 
Thyroid Drugs” 


11:00-11:15 Cattell, Richard B., M.D., F.A.C.S., 
Boston 
at -in-Chief, New England Deaconess Hos- 
pita 


“Technic of Thyroidectomy” 


11:15-11:30 Lundy, John S., M.D., F.I.C.S. (Hon.), 
Rochester, Minnesota 


Chief, Section on Anesthesiology, Mayo Clinic; 
Professor of Anesthesiology, The Mayo Founda- 
tion for Medical Education and Research. 


“The Problem of the Thyroid Gland from 
the Standpoint of the Anesthesiologist” 


11:30-11:45 Crile, George, Jr., M.D., F.A.C.S., 
Cleveland 
Surgeon, Cleveland Clinic. 
“The Present Status of the Treatment of 
Hyperthyroidism” 


11:45-12:00 Rawson, Rulon W., M.D., 
New York 


Chief, Department of Clinical 


Investigation, 
Sloan-Kettering Institute; Associate Professor of 


Medicine, Cornell University Medical School; 
At _— Physician, Memorial Hospital, New 
ork. 


“Radioactive Iodine: Its Use in the Study 
and Treatment of Thyroid Neoplasms” 


12:00-12:15 Bartlett, Robert, W., M.D., F.A.C.S., 
St. Louis 


Assistant Professor of Clinical Surgery, Washing- 
ton University School of Medicine. 


“Pitfalls in the Management of Nodular 
Goiter” 


AFTERNOON SESSION 


Presiding: Philip Thorek, M.D., F.A.C.S., F.I.C.S., 
Chicago 


2:00- 2:20 Wilkinson, R. J., M.D., F.A.C.S., F.I.C.S., 
Huntington, West Virginia 
“Trichobezoar” 


2:20- 2:40 McGraw, Arthur B., M.D., F.A.C.S., 
Detroit 
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3:00- 


3:20- 


3:40- 
4:10- 


4:30- 
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Senior Associate Surgeon, Henry Ford Hospital, 
Detroit. 


“Surgical Aspects of Meckel’s Diverticu- 
lum” 


2:40- 3:00 McGuire, Louis D., F.A.C.S., F.I.C.S., 


Omaha 

Associate Professor of Surgery, Creighton Univer- 
sity School of Medicine; Assistant Attending Sur- 
geon, Creighton Memorial and St. Joseph’s Hos- 
pitals. 

“Surgical Management of Acute 
Cholecystitis” 


3:20 Babcock, Wayne W., M.D., LL.D., 


F.A.C.S., F.1.C.S., Philadelphia 
Emeritus Professor of Surgery, Temple University 
Medical School. 


“Possible Fallacies in Biliary Surgery” 


3:40 Nelson, M. Russell, M.D., F.A.C.S., 


F.I.C.S., New York 


Assistant Clinical Professor, Gynecology and Ob- 
stetrics, New York Medical School and Flower 
Fifth Avenue Hospital. 


“Obstetrical Bleeding” 


4:10 Intermission to View Exhibits 
4:30 Moon, Louis E., M.D., F.A.C.S., F.I.C.S., 


Omaha 

Associate Professor of Surgery and Head of De- 
artment of Proctology, Creighton University 
hool of Medicine. 

“A Discussion of Anal, Rectal and Sig- 

moid Lesions Commonly Seen” 


4:50 Best, R. Russell, M.D., F.A.C.S., 


Omaha 

Professor of Surgery, University of Nebraska 
College of Medicine, Omaha. 

“Factors Related to Avoiding the Colos- 
tomy in Lesions of the Rectosigmoid” 


EVENING SESSION 


8:00- 9:00 Panel Discussion with Morning Speakers 


Moderator: Arnold S. Jackson, M.D., 
F.A.C.S., F.1.C.S., Madison, Wisconsin 


9:00-10:00 Panel Discussion with Afternoon Speak- 


ers 
Moderator: Harry E. Bacon, M.D., 
Philadelphia 


Thursday November 2, 1950 


MORNING SESSION 


Presiding: Rudolph Nissen, M.D., F.I.C.S., 


New York 


Secretary: Paul F, Doege, M.D., F.A.C.S., F.I.C.S., 


Marshfield, Wisconsin 


9:00- 9:20 O’Neill, J. Norman, M.D., F.A.C.S. 


Los Angeles 

Instructor in Surgery, University of Southern 
California Medical School; Attending Surgeon, 
Los Angeles County General Hospital. 

“A Critical Analysis of Fifty Diaphrag- 
matic Hiatus Hernias Repaired by the 
Abdominal or Transthoracic Approach” 


9:20- 9:40 Beck, Claude S., M.D., F.A.C.S., 


CLEVELAND ASSEMBLY PROGRAM 


Cleveland 

Professor of Neurosurgery, Western Reserve Uni- 
versity Medical School; Chief Consultant, Neuro- 
surgery, Crile Veterans Hospital; Visiting Neuro- 
surgeon, Cleveland City Hospital; Associate 
Surgeon, University Hospitals, Cleveland. 
“The Surgical Treatment of Coronary 
Disease” 


9:40-10:00 Thorek, Max, LLD., D.Sc., M.D., 


F.I.C.S., F.B.C.S., Chicago 


Professor of Surgery. Cook County Graduate 
School of Medicine; Founder and Secretary Gen- 
eral, International College of Surgeons; Formerly 
Attending Surgeon, Cook County Hospital; Sur- 
geon-in-Chief, American Hospital; Consulting 
Surgeon, Municipal Tuberculosis Sanitarium. 


“Impending Death Under Anesthesia” 


10:00-10:30 Intermission to View Exhibits 
10:30-10:50 Ward, Grant E., M.D., D.Sc., F.A.C.S., 


Baltimore 

Associate Professor of Surgery, Johns Hopkins 
University School of Medicine; Associate Pro- 
fessor of Surgery, University of Maryland School 
of Medicine; Associate Professor of Oral Surgery 
and Special Lecturer, School of Dentistry, Uni- 
versity of Maryland; Visiting Surgeon, Johns 
Hopkins Hospital; Surgeon-in-Charge, Tumor 
Clinic, — Hopkins Hospital and University 
of Maryland Hospital. 


and 
Hendrick, James W., M.D., F.R.C.S., 
F.I.C.S., San Antonio, Texas 


“Tumors of the Jaws” 


10:50-11:10 Kinsella, Thomas J., M.D., F.A.C.S., 


Minneapolis 
Clinical Professor of Surgery, University of Min- 
nesota. Medical School; Senior Consultant in 
Thoracic Surgery, U. S. Veterans Bureau Facility, 
Fort Snelling. 


“Some Simple Thoracic Emergencies” 


11:10-11:30 Zieman, Stephen A., M.D., F.A.C.S., 


F.I.C.S., Mobile, Alabama 
“Re-establishing Lymph Drainage in 
Lymphedema of the Extremities” 


11:30-11:50 Stuck, Ralph, M.D., F.I.C.S., 


Denver 

Assistant in University of Colorado 
Medical School; Neurosurgeon, St. Joseph, St. 
Anthony, Mercy. Presbyterian, St. Luke’s, Rose 
Memorial, Denver General and Colorado General 
Hospitals, Denver. 

‘Subdural Hematoma in Infants” 
(Motion Picture ) 


AFTERNOON SESSION 


Presiding: William C. MacCarty, Sr., M.D., F.A.C.S., 
F.I.C.S. (Hon.), Rochester, Minnesota 


Secretary: George C. Shivers, M.D., F.A.C.S., F.1.C.S. 


Colorado Springs 


2:00- 2:20 Harrington, Stuart W., M.D., F.A.C.S., 


Rochester, Minnesota 

Chief, Section of Thoracic and General Surgery, 
Mayo Clinic; Professor of Surgery, University of 
Minnesota, Mayo Foundation, Rochester. 
“Surgical Treatment of Bilateral Carci- 
noma of the Breast” 


2:20- 2:40 Nicolson, William P., Jr., M.D., F.A.C.S., 


F.I.C.S., Atlanta 
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“Human Proof of Animal Experiment as 
One of the Causes of Cancer of the 
Breast” 


2:40- 3:00 Munro, Donald, M.D., F.A.C.S., 

Boston 

Surgeon-in-Chief, Department of Neurosurgery, 
Boston City Hospital; Assistant Professor of 
Neurosurgery, Harvard Medical School; Associate 
Professor of Neurosurgery, Boston "University 
Medical School. 

“Herniation of the Temporal Cortex 


through the Incisura Tentorii” 


3:20 Marks, Mark M., M.D., F.I.C.S., 
Kansas City, Missouri 
Chief, Section on Proctology, Department of 
Surgery at Menorah Hospital and Alfred Benja- 
min Dispensary. 
“Barium Modification with Methocel in 
the Diagnosis of Bowel Lesions” 


3:20- 3:40 Douglas, Gilbert F., M.D., F.A.C.S., 
F.I.C.S., Birmingham, Alabama 


Associate Professor of Gynecology, Medical Col- 
lege of Alabama; Chairman of the Board of 
Regents, United States Chapter, International 
College of Surgeons. 


“Ectopic Pregnancy” 


3:00- 


3:40- 4:10 Intermission to View Exhibits 
4:10- 4:30 Acuff, Herbert, M.D., F.A.C.S., F.I.C.S., 


Knoxville, Tennessee 


Chief of Staff, St. Mary’s Memorial Hospital; 
President-Elect, International College of Surgeons. 


“Surgical Management of Conditions and 
Diseases Affecting the Liver” 


4:50 Thiessen, Norman W., M.D., F.A.C.S., 
Cleveland 
Chief of Surgery, Lakewood City Hospital; Clin- 
ical Instructor in Surgery and Anatomy, Western 
Reserve University Medical School; Consultant 
in Surgery, Crile Veterans Administration Hos- 
pital. 


“The Education of the Biliary Surgeon” 


Thursday Evening 
Banquet 
Grand Ballroom, Statler Hotel, Cleveland 
7:30 P.M. 
Custis Lee Hall, M.D., F.A.C.S., F.1.C.S., 
Washington, D. C., Presiding 
Clinical Professor of Surgery, George Washington 
Medical School; Chief, Department of Ortho- 


pedics, Doctors Hospital; Consultant in Ortho- 
pedic Surgery, Naval Medical Center. 


SPEAKER: 
Frank Lahey, M.D., F.A.C.S., Boston 
“Some of the Recent Advances in Surgery” 


Friday, November 3, 1950 
MORNING SESSION 


William R. Lovelace, M.D., F.I.C.S., 
Albuquerque, New Mexico 
Secretary: George Ferre, M.D., F.1.C.S., 
Miami, Florida 
9:00- 9:20 Hendrick, James W., M.D., F.R.C.S., 
F.I.C.S., San Antonio, Texas 


and 


Presiding: 


SEPTEMBER, 1950 


Ward, Grant E., M.D., F.A.C.S., 
Baltimore 

Associate Professor of Surgery, The Johns Hop- 
kins Hospital. 

“Treatment of Carcinoma of the Lip” 


9:20- 9:40 Scott, Michael, M.D., F.A.C.S., F.I.C.S., 
Philadelphia 
Associate Professor of Neurosurgery and Chief of 
Department, Temple University Hospital and 
Medical School; aneaiins Neurosurgeon, Jewish 
Hospital. The Philadelphia General Hospital and 
St. Christophers Hospital for Children. 


and 
Wycis, Henry T., MD., F.A.C.S., 
Philadelphia 
Assistant Professor of Neurosurgery, Temple Uni- 
versity Hospital and Medical School. 


“Stainless Steel Cranioplasty” 
9:40-10:00 Wright, Herbert B., M.D., F.A.C.S., 


Cleveland 

Chief of Surgery, St. Vincent’s Hospital, Cleve- 
land; Chief of Urology. Deaconess Hospital; Pres- 
ident, Cleveland Academy of Medicine. 
“Ureteral Abnormalities as Related to 
General Surgery” 


10:00-10:40 Intermission to View Exhibits 


10:40-11:00 Bendandi, Giuseppe, M.D., F.I.C.S., 
Rome, Italy 
Associate Professor of Surgery, Surgical Clinic, 
University of Rome. 
“Modern View of the Surgical Therapy 
of Pulmonary Echinococcus Cyst” 


11:00-11:20 Cruthirds, Archie E., M.D., F.A.C.S., 
F.I.C.S., Phoenix, Arizona 
“A New Approach to the Healing of 
Burns by the Use of Sulfhydryl’’ 


11:20-11:40 Jackson, James A., M.D., F.A.C.S., 
Madison, Wisconsin 
Chief of Staff, Methodist Hospital, and Co-Chief, 
Jackson Clinic. 
and 
Steeper, John R., M.D., 
Madison, Wisconsin 
“Operative Excision of Giant Panniculus 
Adiposus” (Motion Picture ) 


11:40-12:00 Fahrni, Gordon S., M.D., Ch.M., F.R.C.S. 
(C), F.A.C.S., F.L.C.S. (Hon.), 
Winnipeg, Canada 
Assistant Professor of Surgery, University of 
Manitoba Medical School; Assistant Surgeon, 
Winnipeg General Hospital; Honorary Attending 
— King George and King Edward Hos- 
pitals 

“Factors Predisposing to Minimal Re- 

action to Surgical Operations” 


AFTERNOON SESSION 


Presiding: Gilbert F. Douglas, M.D., F.A.C.S., F.1.C.S., 
Birmingham, Alabama 


Secretary: J. Harry Hayes, M.D., F.A.C.S., F.1.C.S., 
Little Rock 


2:00- 2:20 Fay, Temple, M.D., F.A.C.S., F.I.C.S., 
Philadelphia 
Professor of Neurosurgery, Women’s Medical 
College of Pennsylvania; Chief, Neurosurgery, 
Neurophysical Rehabilitation Clinic; Active Con- 
Neurosurgeon. Philadelphia General Hos- 
pita 
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“The Treatment of High Cervical Lesion 
Complicated by Bulbar Paralysis” 


2:20- 2:40 Jackson, Dudley, Sr., D.V.M., M.D., 
F.A.C.S., San Antonio 
Associate Professor of Surgery, Baylor Post-Grad- 
uate Medical School. 


“A Study of Breast Secretion for the De- 
tection of Intramammary Pathology and 
the Detection of the Silent Papilloma” 


2:40- 3:10 Intermission to View Exhibits 


3:10- 3:30 Stein, Justin J., M.D., F.A.C.S., F.I.C.S., 
Los Angeles 
Assistant Clinical Professor of Surgery, College of 
Medical Evangelists. Los Angeles; Tumor Sur- 
geon, Los Angeles Tumor Institute. 
“Treatment of Breast Cancer: Surgery 
and Irradiation Therapy Discussed in De- 
tail with Five-Year Results in a Large 
Series of Cases” 


3:30- 3:50 Shelden, C. Hunter, M.D., M.S., F.A.C.S., 
Pasadena, California 


Neurosurgeon, Huntington Memorial Hospital, 
Pasadena; Neurosurgeon, St. Vincent’s Hospital, 
Los Angeles. 


“Surgical Management of Intracranial 
Arteriovenous Aneurysms” 


3:50- 4:10 Behrend, Moses, M.D., F.A.C.S., F.I.C.S., 
Philadelphia 
Consulting Surgeon to Jewish and Mount Sinai 
Hospitals; Thoracic Surgeon to St. Agnes Hos- 
tal Associate in Surgery, Jefferson Medical 
‘ollege. 
and 
Behrend, Albert, M.D., F.A.C.S., F.I.C.S., 
Waldo, Irving, M.D., 
Brylawski, Michael, M.D., 
Philadelphia 
“Thrombocytopenia Purpura; Report of 
53 Cases” 
4:10- 4:30 Montenegro, Benedicto, M.D., F.A.C.S., 
Sao Paulo, Brazil 
“Surgery of Peptic Ulcer” 


4:30- 4:50 Cutler, Max, M.D., F.I.C.S., 
hicago 
Director, Chicago Tumor Institute. 


“The Problem of ‘Bleeding Nipple’ ” 


Friday Evening 
Convocation 
Music Hall, Cleveland Public Auditorium 


Custis Lee Hall, M.D., F.A.C.S., F.1-C.S., Presiding 
Francis D. Wolfe, M.D., F.A.C.S., F.1.C.S., Convoca- 


tion Chairman 
C.S., Director Pageant 
of Music 
S., F.1.C.S., Registra- 


Ernest F. Purcell, M.D., F.I. 

Claire E. Carr, M. Ds, F.LC. 

Frank H. Murray, MD., F.A. 
tion of Inductees 


Installation of Officers and Induction of New Fellows 
and Associate Fellows 
Elmer L. Henderson, M.D., F.A.C.S.,  F.I.C.S. 


(Hon. ) 
President, American Medical Association. 


CLEVELAND ASSEMBLY PROGRAM 


“The Importance of International Cooperation in 
Surgery.” 


Urology Section 
Public Auditorium, Club Room C 


Wednesday, November |, 1950 


Presiding: George H. Ewell, M.D., F.I.C.S., 
Madison, Wisconsin 
Secretary: Cyril K. Church, M.D., F.I.C.S., 


New York 


9:00- 9:30 Thompson, Gershom J., M.D., F.A.C.S., 
F.I.C.S. (Hon.), Rochester, Minnesota 


Professor of Urology, Mayo Foundation; Head of 
Section on Urology, pees Clinic. 


Counsellor, Virgil = M.D., F.A.C.S., 
Rochester, Minnesota 
Professor of Surgery, Minnesota Graduate School. 


“Uretovaginal Fistula” 


9:30-10:00 Slotkin, George E., M.D., F.A.C.S., 
Buffalo, New York 


Associate Professor of Urology, University of 
Buffalo Medical School, Chief of Service, E. 
Meyer Memorial Hospital and Millard Fillmore 
Hospital. 


“Urinary Tuberculosis: Present Non- 
Surgical Treatment” 


10:00-10:30 Lowsley, Oswald S., M.D., F.A.C.S., 
F.I.C.S., New York 


President and Director, Oswald Swinney Lowsley 

Foundation, Inc., St. Clare’s Hospital; Consulting 

—— to the Medical Corps, United States 
avy. 


“Crossed Ectopic Testis” 
10:30-11:15 Intermission to View Exhibits 


11:15-11:45 Brodny, M. Leopold, M.D., F.A.C.S., 
F.I.C.S., Boston 


Assistant Professor, Radiology, Tufts College 
Medical School. 


“Etiology of Strictures After Prostatic 
Surgery” 

11:45-12:15 Carruthers, C.M., M.D., F.R.C.S. (Eng.), 
F.R.C.S., (Can.), F.A.C.S., F.I.C.S., 
Sarnia, Ontario, Canada 
“Retrupubic Prostatectomy” 


Orthopedic Section 
Public Auditorium, Club Room C 


Wednesday, November |, 1950 


Presiding: Henry W. Meyerding, M.D., F.A.C.S., 
F.I.C.S., Rochester, Minnesota 
Secretary: Eugene L. Jewett, M.D., F.A.C.S., F.1.C.S., 
Orlando, Florida 


2:00- 2:20 Me Herbert W., Jr., M.D., F.A.C.S., 
F.I.C.S., Miami, Florida 

Chief, Ceihenadie Surgery, Mt. Sinai Hospital; 
Orthopedic Surgeon, St. Francis Hospital, Miami 
Beach; Doctors Hospital and Variety Children’s 
Hospital, Coral Gables. 
“Clinical Review of Four Hundred Knee 
Injuries” 

2:30- 3:00 Garceau, George J., M.D., F.I.C.S., 

Indianapolis 
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Professor of Orthopedic Surgery, Indiana Univer- 
sity Medical School, 

and 
Sigmund, Harvey, M.D., 
Indianapolis 
“Impacted Fractures of the Anatomical 
Neck of the Femur” 


3:00- 3:30 McBride, Earl D., M.D., F.A.C.S., 
F.I.C.S., Oklahoma City, Oklahoma 


Clinical Professor, Ortho; ys Surgery, Oklahoma 
University School of Medicine; Chief Surgeon, 
Bone and — Hospital, and McBride Clinic, 
Oklahoma City. 


“A Metallic Femoral Head Prosthesis for 
the Hip Joint” 


4:00 Intermission to View Exhibits 


4:30 Lewin, Philip, M.D., F.A.C.S., F.I.C.S., 
Chicago 
Professor, Bone and Joint Surgery, Northwestern 
Medical School; Professor, Orthopedic Surgery, 
Cook County Graduate School of Medicine. 


“Low Back Pain and the Disk Syndromes” 


5:00 Street, Dana M., M.D., 
Memphis, Tennessee 


Chief, Orthopedic Section, Kennedy Veterans 
Administration Hospital, Memphis. 


“Medullary Nailing in Femur Shortening 
for Equalization of Leg Length” 


Eye, Ear, Nose and Throat Section 


All Section Meetings will be held in the 
Cleveland Public Auditorium, Club Room A 


Wednesday, November |, 1950 
MORNING SESSION—OPHTHAMOLOGY 


Presiding: Richard A. Perritt, M.D., F.A.C.S., 
F.I.C.S., Chicago, Illinois 
Paul C. Craig, M.D., F.A.C.S., F.1.C.S., 
Reading, Pennsylvania 


10:00-10:30 Harvey E. Thorpe, M.D. 
Pittsburgh 


Chief,  ;—ccnne of Ophthalmology, Montefiore 
Hospital. 


“Scleral Resection for the Treatment of 
Retinal Separation” 


10:40-11:10 John S. McGavic, M.D., 


Bryn Mawr, Pennsylvania 


Associate Professor of Ophthalmology, Temple 
University. 


“Complications in Cataract Surgery” 
11:10-11:20 Intermission to View Exhibits 
11:20-12:20 William A. Mann, M.D., 

Chicago 


Professor of Ophthalmology, Northwestern Uni- 
versity Medical School. 


“Care of the Aphakic Patient” (Slides) 


Secretary: 


12:30 Luncheon 
Presiding: Richard A. Perritt, M.D., F.A.C.S., F.1.C.S., 
Chicago 
Round Table Discussion: 
“Care of the Aphakic Patient” 


Participants: 
William A. Mann, M.D., Chicago, 


SEPTEMBER, 1950 


Oscar B. Nugent, M.D., F.A.C.S., F.I.C.S., 
Chicago 

Otis B. Wolfe, M.D., Marshalltown, Iowa 
David J. Edwards, M.D., Chicago 
“Optician’s Viewpoint” 

AFTERNOON SESSION—OTOLARYNGOLOGY 
Presiding: Chevalier L. Jackson, M.D., F.A.C.S., 
F.I.C.S., Philadelphia 
Secretary: Matthew S. Ersner, M.D., F.A.C.S., F.1.C.S., 
Philadelphia 

2:00- 2:20 George B. Trible, M.D., F.A.C.S., 
F.I.C.S., Washington, D. C. 
“Present Conceptions of Non-suppurative 
Labyrinthitis” 

2:30- 2:50 Samuel F. Kelley, M.D., F.A.C.S., 
F.I.C.S., New York 
“Otorhinologic Surgical Problems in the 
Biochemical Era” 

3:20 Juan Manuel Tato, M.D., 

Buenos Aires, Argentina 
“Surgical Treatment of Chronic Frontal 
Sinusitis” 

3:30- 3:50 Gerson Lowenthal, M.D., F.I.C.S., 
Cincinnati, Ohio 


Instructor in Otolaryngology, University of Cin- 
cinnati. 


“Fractures of the Face” 
3:50- 4:30 Intermission to View Exhibits 


Thursday, November 2, 1950 
MORNING SESSION—OPHTHALMOLOGY 


Presiding: Clarence Albaugh, M.D., F.I.C.S., 
Los Angeles 
10:00-10:30 Richard A. Perritt, M.D., F.A.C.S., 

F.I.C.S., Chicago 
“Technique — of 
Keratectomy” 
(Preliminary remarks and 16 mm. Koda- 
chrome film) 


10:30-11:30 Study Club: ‘“*Tropia Problems” 
Moderator: Paul C. Craig, M.D., 
F.A.C.S., F.I.C.S., Reading, Pennsylvania 


ae B. Spaeth, M.D., F.A.C.S., 


Complete Superficial 


Professor at Graduate School, 
University of Pennsylvania, ~~ rca Attend- 
ing Surgeon, Will’s Eye Hospital. 


11:30-12:30 Business Meeting 
Presiding: Chevalier L. Jackson, M.D., 
F.A.C.S., F.1.C.S., Philadelphia 
Luncheon 


Presiding: Chevalier L. Jackson, M.D., 
F.A.C.S., F.1.C.S., Philadelphia 


Speaker: John E. L. Keyes, M.D., 
F.A.C.S., Cleveland 


“Some of the Causes of Failure in Glau- 
coma Surgery” 
AFTERNOON SESSION—OTORHINOLARYNGOLOGY 


Presiding: Matthew S. Ersner, M.D., F.A.C.S., 
F.I.C.S., Philadelphia 
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2:00- 2:20 Bernard J. Ronis, M.D., F.I.C.S., 
Philadelphia 
Assistant Professor of Otorhinology, Temple Uni- 
versity School of Medicine. 


“Present Day Indications and Contra- 
indications for Fenestration Operation 
for Otosclerosis” 

(Motion Picture Demonstration ) 


2:30- 2:50 John V. Blady, M.D., F.I.C.S., 
Bryn Mawr, Pennsylvania 


Associate Professor of Surgery (Oncology) Temple 
University School of Medicine. 


“Carcinoma of the Nose and Paranasal 
Sinuses” 


3:00- 3:20 Raymond S. Rosedale, M.D., F.I.C.S., 
Canton, Ohio 
Senior Staff, Mercy and Little Flower Hospitals. 
“Bronchoscopy in the Newborn—The 
Otolaryngologists’ Contribution to Ob- 
stetrics” 


3:30- 3:50 E. Markey Pullen, M.D., F.I.C.S., 
New York 
Attending Otolaryngologist, St. Clare’s Hospital. 
“The Submucous Resection” 


3:50- 4:30 Intermission to View Exhibits 
Assembly Information 


¢ Hotel Reservations—See back cover. 

e Registration, Monday 2:00 p.m. through Friday, 
3:00 p.m., October 30-November 3, Cleveland Public 
Auditorium, Cleveland, Ohio. 


Scientific Motion Picture Program 


SCIENTIFIC MOTION PICTURE PROGRAM 


Advance registration (on Monday) will save your 
time. 

¢ Admission by badge only to all scientific Assemblies, 
section meetings, and to the exhibits. Present your I. C. 
of S. membership card to expedite registration. Regis- 
tration fee, $5.00. 

Bona fide doctors of medicine serving as residents 
and interns, if vouched for by written card or letter by 
the superintendent of their hospital or by an officer 
of the College, will be registered as guests. Please 
present credentials at Registration Desk. 


¢ Information of practical value in every-day surgical 
practice will be obtained at the 1950 International 
College of Surgeons Assembly. 


¢ Papers Will Begin and End on Time. 


¢ Banquet—Grand Ballroom, Statler Hotel, Cleveland, 
Thursday, November 2. The social highpoint of the 
Assembly. 


© Convocation—Friday, November 3, in Music Hall 
of Cleveland Public Auditorium. A colorful pageant 
symbolizing the international aspects of the College. 
Tickets available at Registration Desk for I. C. of S. 
members, all registrants, their families and guests (no 
admission fee). 


¢ One hundred twenty-seven technical exhibits will 
open daily at 8:30 a.m. and close at 5:30 p.m. Fre- 
quent intermissions to view the exhibits have been 
arranged before, during and after the assemblies. 


Please Register at Every Booth 


Philip Thorek, M.D., F.I.C.S., F.A.C.S., Chairman 
Tuesday, Wednesday, Thursday and Friday 
October 31, November 1, 2 and 3, 1950 


The motion picture theater will be in continuous operation from 10:00 a.m. to 
12 noon and 2:00 p.m. to 5:00 p.m. Tuesday through Friday. Each film will be shown 
twice during this period on a definite schedule. Films have been grouped according 


to subject matter. 


Tuesday and Thursday, 10:00 a.m. 
Corneal Transplant 


Head Section 


Charles 1. Thomas, Western Reserve University School of Medicine, Cleveland 


This film shows the surgical technic of a partial, penetrating corneal transplant. 


Tuesday and Thursday, 10:22 a.m. 
Subdural Hematoma in Infants 


using the round graft technic. Silent; 22 minutes. 


Ralph M. Stuck, University of Colorado School of Medicine, Denver 
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The clinical picture of subdural hematoma in infants is explained. The diagnosis 
is confirmed by aspiration of the fontanelles. The lesion is treated surgically by com- 
plete removal of the cystic subdural membrane. Silent; 17 minutes. 


Tuesday and Thursday, 10:39 a.m. 
Transorbital Lobotomy 


Walter Freeman, George Washington University School of Medicine, Washington, 
D.C 


Transorbital lobotomy is a modification of the recognized technic for prefrontal 
lobotomy. This new procedure is accomplished by approaching the frontal radiations 
via the roof of the eye socket. A bilateral operation employing electroshock anesthesia 
is shown in full detail. Sound; 12 minutes. 


Neck Section 
Tuesday and Thursday, 10:51 a.m. 


Excision of Branchial Fistula and Cyst 
Conrad J. Baumgartner, College of Medical Evangelists, Los Angeles 


The operation for the removal of a branchial fistula, using a stepladder incision 
and carrying dissection to the lateral wall of the pharynx is depicted. This operation 
is followed by another for the excision of a branchial cyst. A horizontal incision is made 
through the skin and the cyst is excised through a further incision. Silent: 22 minutes. 


Tuesday and Thursday, 11:13 a.m. 
Subtotal Thyroidectomy 
James R. Johnson, Los Angeles County Harbor General Hospital, Los Angeles 


The essential steps in performing a subtotal thyroidectomy are shown on a patient 
with a large adenomatous goiter. Division of the pretracheal muscles, identification of 
the parathyroid glands, all of the thyroid vessels, and the recurrent laryngeal nerve 
are demonstrated. Silent: 12 minutes. 


Heart Surgery 


Tuesday and Thursday, 11:25 a.m. 
Defibrillation of the Heart 
Claude S. Beck, Western Reserve University School of Medicine, Cleveland 


The value of this procedure as an emergency measure is discussed. The defibril- 
lating machine and its use are demonstrated. Postoperative results are depicted and 
discussed. Silent; 11 minutes. 


Tuesday and Thursday, 11:36 a.m. 
Surgical Treatment for Patent Ductus Arteriosus 


George H. Humphreys II, College of Physicians and Surgeons, New York 


A 3\4-year-old girl with a patent ductus arteriosus is examined, and the effects 
of the condition are demonstrated. The typical “coffee-mill” murmur is heard on the 
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sound track, and the roentgenogram shows the characteristic changes in the outline 
of the heart. The surgical approach is made through the anterolateral chest wall at the 
level of the second interspace. The anatomy of the region around the ductus is demon- 
strated. The ductus is ligated at each end, doubly clamped and divided. Postoperative 
views amplify the film. Sound; 13 minutes. 


Cancer Series 


Tuesday and Thursday, 1:00 p.m. 


Films to be introduced by Dr. Brewster S. Miller, Assistant Director, Professional 
Education Section, American Cancer Society, Inc. 


Gastrointestinal Cancer 


American Cancer Society, Inc., New York, and National Cancer Institute, United 
States Public Health Service, Bethesda, Maryland. 


This is the third in a series of teaching films dealing with the problem of the early 
diagnosis of carcinoma. Its importance can be stressed by the fact that gastrointestinal 
carcinoma accounts for one-fourth of all cancer cases and causes more than one-half 
of all cancer deaths. Diagnostic methods and criteria are shown in detail. Sound; 30 
minutes. 


Tuesday and Thursday, 1:45 p.m. 
Self-Examination of the Breast 


American Cancer Society, Inc., New York, and National Cancer Institute. United 


States Public Health Service, Bethesda, Maryland. 


The film shows how the woman can be taught the simple technic of breast self- 
examination. by which method she. herself, may discover a tumor frequently as small 
as half an inch in diameter. It also teaches her the urgency of reporting any breast 
lump immediately to her physician. Sound; 15 minutes. 


Thoracic Surgery 


Tuesday and Thursday, 2:00 p.m. 
Esophagogastrostomy for Achalasia of the Esophagus 
John L. Madden, Long Island College oj Medicine, Brooklyn 


This film depicts in detail the technic of lateral anastomosis between the esophagus 
and the fundus of the stomach, proximal to the obstruction at the cardia. Sound; 30 


minutes. 


Tuesday and Thursday, 2:30 p.m. 
Management and Technic of Pulmonary Lobectomy 
Department of the Army, Office of the Surgeon General, Washington, D. C. 


The case of a 28-year-old man who has clinical manifestations and bronchogram 
confirmations of bronchiectasis of the left lower lobe of the lungs. A detailed presenta- 
tion is given of the extirpation of the diseased lung tissue which offered the only 
cure. Sound; 27 minutes, 
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Tuesday and Thursday, 2:57 p.m. 
Transthoracic Repair of a Diaphragmatic Hiatus Hernia 


J. Norman O'Neill, University of Southern California School of Medicine, Los 
Angeles 


This film demonstrates the technic of removing fascia lata and its utilization in 
insuring permanency of the repair. The regional anatomy and surgical technic are 
depicted. Silent; 12 minutes. 


Tuesday and Thursday, 3:09 p.m. 
Pulmonary Arteriovenous Fistula 
Albert Behrend, Temple University School of Medicine, Philadelphia 


This film depicts the symptoms and signs as well as the roentgen findings in a 
pulmonary arteriovenous fistula. Lobectomies performed on both left and right sides 
are demonstrated. Silent: 19 minutes. 


Abdominal Surgery 


Tuesday and Thursday, 3:28 p.m. 


Subtotal Gastrectomy 
Philip Thorek, University of Illinois College of Medicine, Chicago 


A subtotal gastric resection with closure of the duodenal end and a retrocolic end 
to side gastrojejunostomy is presented. The operation is performed for a prepyloric 
carcinoma of the stomach. The surgical steps are shown in detail and the surgical 
anatomy is stressed. The film is amplified by colored illustrations, roentgenograms and 
microphotography. Silent: 45 minutes. 


Tuesday and Thursday, 4:13 p.m. 


Surgery of the Biliary Tract 
Arnold Jackson, Jackson Clinic, Madison, Wisconsin 


The technic employed in performing surgery of the biliary tract is demonstrated. 
A cholecystectomy is depicted as well as the technic used in removing common duct 
stones and the use of the T tube. Silent: 12 minutes. 


Tuesday and Thursday, 4:25 p.m. 


Intrahepatic Cholangiojejunostomy with Partial Hepatectomy for Biliary 
Obstruction 


Kenneth C. Sawyer, University of Colorado School of Medicine, Denver 


The film demonstrates a method of treating extensive obstruction of the common 
hepatic duct by anastomosing one of the intrahepatic biliary ducts to the jejunum 
following partial resection of the left lobe of the liver. Silent; 18 minutes. 


Wednesday and Friday, 10:00 a.m. 
Splenectomy for Splenomegaly 


Raymond McNealy, Northwestern University Medical School, Chicago 
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This film shows the approach and technic of splenectomy utilizing a left subcostal 
incision. The method of delivering the spleen and demonstration of an accessory spleen 
are depicted. Silent; 12 minutes. 


Wednesday and Friday, 10:12 a.m. 


The Surgical Treatment of Hirschsprung’s Disease 


Robert B. Hiatt, Columbia-Presbyterian Medical Center, New York 


A brief explanation of the syndrome by diagram and roentgenogram is followed by 
the operation. First. through an abdominal incision the peritoneum is opened, and the 
lower achalasic portion of the sigmoid is mobilized. A clamp is then inserted into the 
rectum from below, closed around a knuckle of the intestine and the rectum everted. 
After the abdomen is closed, the everted rectum and achalasic portion of sigmoid are 
excised, and the mucosa of the remaining sigmoid sutured to that of the anus. The 
sphincter mechanism remains intact, and bowel movements return to normal post- 
operatively. Sound; 17 minutes. 


Gynecology 


Wednesday and Friday, 10:29 a.m. 


Technic of Vaginal Hysterectomy 


Virgil S. Counseller, Mayo Clinic, Rochester, Minnesota 


The technic shown in the film is applicable in all conditions requiring vaginal 
hysterectomy. Vaginal plastic repair is done following the removal of the uterus when 
repair is indicated. Silent; 18 minutes. 


Wednesday and Friday, 10:47 a.m. 


Total Abdominal Hysterectomy 


Deward O. Ferris, Mayo Clinic, Rochester, Minnesota 


The pathologic condition in this case is a large cervical fibroid necessitating wider 
dissection than is usually necessary for total hysterectomy. The film clearly shows the 
safeguards used in protecting the bladder and ureters during the complete operation. 
It also depicts the reconstruction of the pelvic fasciae and ligaments. Silent: 19 minutes. 


Genitourinary Surgery 


Wednesday and Friday, 11:06 a.m. 


Transperitoneal Nephrectomy (Transverse Abdominal Incision) 


Charles M. Stewart, University of Southern California School of Medicine, Los 
Angeles 


The film demonstrates the use of the transverse abdominal incision for transperi- 
toneal removal! of large renal masses. Approaching the renal fossa from the front gives 
unlimited working space with the patient lying on his back. This approach gives excel- 
lent results when visual exposure of the renal pedicle is necessary. Silent; 16 minutes. 
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Wednesday and Friday, 11.22 a.m. 
Subdiaphragmatic Renal Exposure by Eleventh Rib Resection 


Henry Bodner, College of Medical Evangelists, Los Angeles 


Renal exposure by removal of the eleventh rib and then a stepdown continuation 
of the incision along the upper border of the twelfth rib allows excellent exposure 
of the very large kidneys. The incision is made slightly more anterior than the usual 
subcostal. The adrenals and spleen are also readily exposed by this route. This 
exposure also allows the renal pedicle to be approached directly. Silent. 12 minutes. 


Wednesday and Friday, 11:34 a.m. 


Tumor of the Testicle 


James C. Sargent, Marquette University School of Medicine, Milwaukee 


This film presents several major clinical types of testicular tumors with comment 
on those most malignant and least radiosensitive. for which radical regional gland 
dissection seems indicated. The operation of orchiectomy with radical gland dissection 
is shown. Sound; 21 minutes. 


Proctology 


Wednesday and Friday, 2:00 p.m. 


Transcolonic Removal of Benign Adenomatous Polyp 


Harry E,. Bacon, Temple University School of Medicine, Philadelphia 


The film shows the technic of transcolonic removal of benign adenomatous 
polyps based on 56 cases. The methods of diagnosis and the technic of sigmoidotomy 
are depicted. Silent; 12 minutes. 


Wednesday and Friday, 2:12 p.m. 


Proctoplasty in Hemorrhoidectomy 


A. Gerson Carmel, University of Cincinnati College of Medicine, Cincinnati 


The removal of large segments of hemorrhoidal tissues. while frequently neces- 
sary, is prone to be followed by stenosis and seepage. These sequelae are preventable 
by employing plastic procedures which include whole thickness sliding grafts and the 
suturing of partially detached cut skin edges to the superior portion of the muscular 
anorectal ring and mucous membrane. Silent; 13 minutes. 


Vascular Surgery 


Wednesday and Friday, 2:25 p.m. 


Arteriovenous Fistula with False Sac—Lower Femoral Vessels 


(Quadruple Ligation and Excision) 


Department of the Army, Office of the Surgeon General, Washington, D. C. 


The essential phases of diagnosis and the best conditions under which the pre- 
operative studies may be accomplished are demonstrated and portrayed. Details of 
surgical procedure and reasons therefore are shown. Sound; 16 minutes. 


358 


< 
¥ 
af. 
a 
4 
: 
“4 


VOL. XIV, NO. 3 SCIENTIFIC MOTION PICTURE PROGRAM 


Wednesday and Friday, 2:41 p.m. 
Varicose Veins, Using a New Type of Stripper 
Earl A. Connolly, Creighton University School of Medicine, Omaha 


The anatomy and technic of the “vein stripping” operation is shown. The 
armamentarium is presented in detail. Postoperative results are evaluated, and illustra- 
tions amplify the discussion. Silent; 29 minutes. 


Wednesday and Friday, 3:10 p.m. 
Thrombosis and Embolism 
Norman P. Schenker, Cantonal Hospital, Geneva, Switzerland 


This film presents the subject of thromboembolism, utilizing microphotography. 
The formation of a thrombus as well as its detachment are clearly demonstrated. 
English narration clearly describes the interesting story of clot formation and 
embolus migration. Sound; 20 minutes. 


Orthopedics 


Wednesday and Friday, 3:30 p.m. 
Cineplastic Operation 
Department of the Army, Office of the Surgeon General, Washington, D. C. 


Shows a cineplastic operation. Cords are attached to muscle and then to a 
prosthetic appliance so that the patient can operate the prosthetic appliance by con- 
tracting his own muscles in the amputation stub. Sound; 16 minutes. 


Wednesday and Friday, 3:46 p.m. 
The Bone Bank 
Philip D. Wilson, Hospital for Special Surgery, New York 


This film is designed to illustrate how a bone bank for refrigerated, homogenous 
bone is organized and employed. The usual sites from which bone is obtained for 
this purpose, and the method of storing it in a deep-freeze unit. are shown. Typical 
orthopedic operations in which it is used are briefly illustrated. Roentgenograms and 
microscopic studies based on experimental data show how well such bone is assimilated 
into the body. The many advantages to an orthopedic service or hospital of using such 
refrigerated homogenous bone are summarized. Sound; 28 minutes. 


Wednesday and Friday, 4:14 p.m. 
Surgical Approaches to the Scapulohumeral Joint 


Leroy C. Abbott, Veterans Administration and University of California School of 

Medicine, San Francisco 

The film shows the anatomy of the scapulohumeral joint with animation. Surgical 
approaches for repair in recurrent dislocation, arthrodesis of the shoulder and the 
removal of deposits are presented. Sound; 30 minutes. 
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New Books 


Practical Gynecology. By Walter J. Reich and 
M. J. Nechtow. Philadelphia: J. B. Lippincott 
Company, 1950. Pp. 449, with 187 illustrations and 
15 color plates (55 subjects). 

This book, subtitled “The Role of Gynecology 
in General Medicine” and based solidly on the 
known facts of diagnosis and treatment, should 
prove a boon to the general practitioner who deals 
with women’s problems daily in his routine work. 
Although the authors themselves are specialists, 
the emphasis of the book is laid upon “office gyne- 
cology” rather than upon highly specialized hos- 
pital procedures. 

There is an excellent opening chapter on the 
psychosomatic aspects of gynecologic disease, in 
which the somewhat complicated facts are simpli- 
fied and explained. Successive chapters present 
thoroughgoing expositions of diagnostic examina- 
tions and laboratory tests. Hormone preparations, 
their use and abuse, are discussed in detail. Disturb- 
ances of menstrual function, ectopic pregnancy, 
malposition of the uterus, anatomic anomalies, 
chronie cervicitis, carcinoma and other neoplasms, 
tuberculosis and various infections of the genito- 
urinary tract are fully treated. The question of fe- 
male sterility is exhaustively explored, and there 
are chapters on control of conception and artificial 
insemination. 

The book is beautifully illustrated from begin- 
ning to end. Its coneluding fifteen pages are in 
color, covering fifty-five different subjects in con- 
nection with lesions and diseases of the genitalia. 
This fine color section is followed by a full cross- 
reference index, always an immense advantage in 
any work of scientific content. 

Drs. Reich and Nechtow are to be congratulated 
for supplying the busy general practitioner with so 
admirable a handbook. It is safe to predict that 
Practical Gynecology, which lives up to its title 
if ever a book did, will achieve an honored place 
in the professional archives. 


A Doctor Digresses. By Kenneth Walker. Lon- 
don: Jonathan Cape, 1950. 

In a volume of diversified commentary as inter- 
esting in its way as a good novel, a British doctor 
shares with the reader his personal views on a 
number of aspects of life, including the medical. 
Kenneth Walker is a doctor disposed to philosophy, 
as is evident from the title of this book and non 
less from the titles of several earlier works: Diag- 
nosis of Man, The Circle of Life, Meaning and 
Purpose and I Talk of Dreams. 


The author’s writing has great charm, and his 
modesty is even more winning. In his foreword he 
says, “When I come to examine my book from the 
point of view of indebtedness I would seem to have 
derived everything in it from someone else.” This 
statement is not borne out by the pleasantly fresh 
and original character of the book’s content. 

The “digressions” cover a wide field, including 
psychosomatic medicine, contrasting chapters on 
Eastern and Western psychology, habits of thought, 
the influence of nature and the alarming aspects of 
socialized medicine. There is also a chapter on 
doctors and the qualities that make them good and 
great. The physician-patient relationship is empha- 
sized. 

Competent essays are hard to find nowadays. 
A Doctor Digresses is worthy of a place on any 
reader’s shelf of favorites. 


Memories of Eighty Years. By James B. Her- 
rick. Chicago: The University of Chicago Press, 
1949. 

So long a span as eighty years cannot but be 
rich in experience; and when, as in this delightful 
book, the experience is recalled and recounted by a 
famous and beloved physician, the result is a 
treasure-house of reminiscence, reflection and ma- 
ture meditation on a multitude of topics and events. 
The career of Dr. Herrick is too well known to need 
exploration in this review, but the reader, how- 
ever well he knows the salient facts, will profit in 
more ways than one by sharing them from the 
author’s point of view. In his introduction, Dr. Her- 
rick quotes the immortal Mr. Dooley: “Th’ further 
ve get away fr’m anny peeryod, th’ better ye can 
write about it. Ye aren’t subject to interruptions by 
people that were there.” . .. Many a man that 
cuddent direct ye to th’ dhrug store on th’ corner 
whin he was thirty will get a respectful hearin’ 
whin age has further impaired his mind.” 

With all due respect to Dr. Herrick, there is no 
evidence at hand that the “respectful hearing” un- 
doubtedly to be accorded his autobiography is to be 
accounted for by “impairment of the mind.” On 
the contrary, the mind reflected in these pages is 
luminous with the light that sometimes descends 
on men of mature years who have made wise use 
of the opportunities of life and approach old age 
with serenity and satisfaction. 

The anecdotal value of Dr. Herrick’s book is 
high. Readers interested in the history of Chicago 
will find a great many incidents worth noting and 
remembering. Professionally speaking, the early 
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years of the author’s career were historic, occurring 
as they did in a period of scientific change and 
transition, of old methods and practices discarded 
and new ones introduced. 

Dr. Herrick’s book is illustrated with portrait 
photographs of famous physicians and surgeons 
with whom he has been associated down the years. 
These photographs, extremely interesting in them- 
selves, are given added interest by the literary por- 
traits included in the text. The fortunate reader, 
whether physician or layman, will find in this 
memorable autobiography a_ friendly, satisfying 
and heartwarming book that will bear repeated 
readings without loss of zest. 


Diseases of the Heart. By Charles K. Friedberg. 
Philadelphia and London: W. B. Saunders Com- 
pany, 1949. Pp. 1081, with 71 illustrations. 

Here is a massive textbook on cardiac disease, 
designed “to provide a comprehensive and _ inte- 
grated exposition of the diseases of the heart.” 
Dr. Friedberg lays special stress on pathologic 
physiology. Recent advances in diagnostie proce- 
dure are also emphasized. 

Divided and subdivided according to a specific 
outline, the text has six main parts: (1) Cireula- 
tory Failure, (2) The Cardiac Arrhythmias, (3) 
The Coronary Circulation and Disturbances in Car- 
diac Blood Supply, (4) Structural Abnormalities 
of the Heart, (5) Etiologic Forms of Heart Disease 
and (6) Special Problems in Heart Disease. The 
fifth section, which has a rather confusing’ title, 
deals with congenital cardiac anomalies. Substantial 
bibliographic references are appended to each chap- 
ter. There are fewer illustrations than the reader 
may expect to find in a work of such detail, but 
those included are well chosen and finely repro- 
duced. 

The diagnosis and treatment of curable cardiac 
diseases, particularly bacterial endocarditis, have 
been given special attention in this book. Rheu- 
matic fever is also discussed from the point of 
view of modern therapeutic theory and practice. 


British Surgical Practice. Edited by Sir Ernest 
Rock Carling and Sir James Paterson Ross. Lon- 
don and St. Louis: Butterworth & Co. (Publish- 
ers) Ltd. and The C. V. Mosby Company, 1950. 
Vol. 7. Pp. 626, with 339 illustrations and 5 color 
plates. 

The seventh volume of the monumental, encyclo- 
pedie British Surgical Practice maintains the high 
standard of quality set up by the earlier volumes. 
Nearly fifty surgeons of distinction have contrib- 
uted to its impressive pages. 


NEW BOOKS 


The plan of this series, so far as sequence is con- 
cerned, is alphabetical; therefore a wide variety of 
topics will be found in every volume. The present 
volume begins with “Pharyngeal Diverticula” and 
ends with “Spinal Cord.” It is well and generously 
illustrated throughout. 


Urological Surgery. By Austin I. Dodson. St. 
Louis: The C. V. Mosby Company, 1950. 2d ed. 
Pp. 855, with 645 illustrations. 

An extraordinarily beautiful as well as a thor- 
oughly useful textbook on urology is presented by 
Dr. Dodson, who dedicates it in part to J. Shelton 
Horsley as his teacher and friend. The illustrations, 
of a quality beyond praise, illuminate and simplify 
the text, and the text, well and unpretentiously 
written, is pleasant to read as well as highly in- 
structive. This cannot be said of every professional 
work; too often, whatever its practical value, a 
textbook presents the reader with a new handicap 
in every chapter. 

There are no such handicaps in Dr. Dodson’s 
book. The second edition is even better than the 
first, which was received with acclaim not only by 
surgeons but by medical and surgical editorial 
authorities. There is no change in basie¢ intention, 
as the purpose of the book is still to diseuss ‘“sur- 
gical problems arising in everyday urological prae- 
tice.” Something new has been added, however, in 
the way of modern operative and diagnosti¢ pro- 
cedures; some of the illustrations have been re- 
placed or improved and numerous new ones added, 
especially in the section on vesical corcinoma. 

The work is comprehensive, covering the field to 
a nicety. In addition to Dr. Dodson’s own exposi- 
tions, there are contributions by twelve eminent 
urologists. Bibliographies and index are excellent. 


Water and Salt Depletion. By H. L. Marriott. 
Springfield, Ill.: Charles C Thomas, Publisher, 
1950. Pp. 86, with 10 illustrations (charts). 


This monograph, though the author is British, is 
one of the series entitled American Lectures in 
Physiology. Mr. Marriott is a physician rather than 
a physiologist and presents his material chiefly 
from the clinical point of view. This he does ably 
and concisely, beginning with a section on basic 
physiologic considerations and proceeding to define 
and discuss water and salt depletion in their physio- 
chemical, functional and pathologie aspects. 

Diagnosis, prevention and treatment of condi- 
tions arising from imbalance are detailed. An excel- 
lent list of supplementary references is appended. 
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Abstracts from Current Literature 


Thymectomy in the Treatment of Myasthenia. block and those with extrahepatic portal bed block. 
Eaton, L. M., and Clagett O. T., J.A.M.A. Both conditions give rise to Banti’s syndrome. Diag- 
142 :957-963, 1950. nosis is usually fairly easy, but the disease must be 

differentiated from the other splenomegalies. The 

two groups must also be differentiated from each 
other, and this is done on evidence suggesting cir- 
rhosis of the liver (intrahepatic portal bed block). 

Lack of such evidence suggests extrahepatic block. 
There are two types of portacaval shunt. Anasto- 

mosis between the portal vein and the vena cava 

is the most satisfactory and is indicated in the 
presence of intrahepatic block. Anastomosis  be- 
tween the splenie and renal veins is indicated when 
extrahepatic block is present. The author uses the 
transthoracicoabdominal approach, entering from 
the right in the portal vein-vena cava anastomosis, 
and from the left for the splenorenal type. He 
states that the mortality is lower and the results 
are better with the portal vein-vena cava anasto- 
mosis. The mortality rate for his entire series was 

15.5 per cent. In order to avoid a prohibitive mor- 

tality rate the following points are emphasized: 

1. Extreme care must be employed in the selec- 
tion of patients for operation. 

2. Special preoperative preparation must be 
given to patients who need it. 

3. Extreme care must be taken to prevent anoxia 
and shock during operation. 

4. Watchful and detailed postoperative handling 
is essential. 

In the author’s series there were 14 postopera- 
tive deaths (15.5 per cent). Of the 2? patients with 
extrahepatic block, 2 are dead of recurrent hemor- 
rhages and 5 others have had such hemorrhages. 
It is emphasized that the shunting procedure should 


Remissions in myasthenia gravis may occur with 
or without thymectomy. Therefore, improvement 
following thymectomy is not necessarily due to the 
operation. An effort has been made to determine 
the value of thymectomy in this disease by studying 
a large group of patients with myasthenia gravis. 
Some of these patients were treated surgically by 
removal of the thymus gland, a thymie tumor or 
both; the others were treated medically. 

When this study was first begun it appeared that 
favorable results occurred more frequently among 
the patients treated surgically. Further studies were 
carried out after eliminating cases, in both surgi- 
cally treated and medically treated groups, in which 
there were factors that might lead to inaccurate 
conclusions. It was then shown that thymectomy 
probably had no beneficial influence on the course 
of myasthenia gravis in this series of cases. 

At present the authors do not recommend thymee- 
tomy for patients with myasthenia gravis unless 
there is roentgenologie evidence of thymic tumor. 
Tumor of the thymus is decidedly prone to invade 
the surrounding tissues. Approximately one-third 
of the 48 thymic tumors studied had this malignant 
tendency. By a special roentgenologie technic these 
neoplasms can be diagnosed in almost 100 per cent 
of cases. Thymectomy, therefore, is advised for 
patients with myasthenia gravis in whom thymomas 
can be demonstrated roentgenologically, because of 
the potentially malignant character of the tumors 
and not because of any anticipated improvement in 
the myasthenia gravis. 


J. O. Morgan be done at the time of splenectomy, in order that 
one may have an adequate vein to shunt. 
Adenoma of the Liver, Mixed Type (Hamartoma). Of the 55 patients with intrahepatic portal bed 


Kay, S., and Talbert, P. C., Cancer 3:307, 1950. block, 9 are dead, all except 1 as a result of hepatic 
failure. A second shunt (portal vein to vena cava) 


The authors review the literature on hamartoma was done in 2 cases, with complete relief of symp- 
and present 2 oe They discuss the possi- toms. The remaining patients have returned to 
bility of a relation between this lesion and portal varying degrees of normal activity. 
cirrhosis, but conclude that such a relation is im- : Howarp S. STERN 
probable. 

Howarp 8S. STerN Carotid Body Tumors. Lewison, FE. F., and Wein- 
berg, T., Surgery 27 :437, 1950. 

Portacaval Shunt in the Surgical Treatment of Tumors of the carotid body vary considerably in 
Portal Hypertension. Blakemore, A. H., South. size and may be as large as goose eggs. They are 
Surgeon 16 :386, 1950. composed, in most instances, of cells normally pres- 
Dr. Blakemore discusses portacaval shunt on the ent in the carotid body. The growths appear to rep- 

basis of his experience in 91 operative cases. He resent simple cellular proliferation. There is no 

classifies patients with portal hypertension under evidence of adenoma formation. In some cases the 
two headings: those with intrahepatie portal bed cells are atypical and mitosis may be present, and 
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occasionally there is an extension beyond the 
capsule of the gland; these are the tumors that have 
been considered malignant. Recurrence will follow 
incomplete removal. 

A preoperative diagnosis of tumor of the carotid 
body is seldom made. There are few characteristic 
signs and symptoms, but a cervical tumor that is 
single, solid, slow-growing and located at or near 
the bifurcation of the carotid artery should cause 
one to suspect the presence of this tumor. A trans- 
mitted but not an expansile pulsation is usually 
present. Aspiration biopsy has been suggested but 
is not without danger. 

The operative mortality is 20 to 30 per cent. 
Small tumors can frequently be removed without 
damage to important structures, but extirpation 
frequently requires ligation of the carotid arteries. 
It is believed that systematic compression of the 
common carotid artery several times daily for a 
few weeks prior to operation will aid in establishing 
collateral circulation in the cerebral vessels. 

A case of bilateral tumor of the carotid body, 
in which the growths were successfully removed, 
is reported. Despite complete removal of both caro- 
tid bodies, there have been no alterations in the 
physiologic processes of the patient. 

J. O. Morcan 


A New Surgical Procedure in Scoliosis Therapy. 
Rieth, P. L.; Hopkins, W. A., and Dunlap, E. 
B., South. Surgeon 16 :368, 1950. 

Passive correction of spinal curvature by exter- 
nal appliances, followed by fusion of a segment 
of the vertebral column, has been the most com- 
monly employed method of active treatment for 
progressive scoliosis. Passive correction, however, 
does not directly attack the anatomic site where 
fundamental corrective forces are required. 

The authors, working at Emory University Hos- 
pital, report a case of scoliosis treated by staples 
which spanned the dorsal vertebral bodies. This 
principle has been used successfully in the corree- 
tion of leg length disparity, bowlegs, knock-knees 
and similar deformities. The operative procedure, 
which is described in detail, was done by a trans- 
thoracic approach through the paravertebral mus- 
cles over the convex side of the curve. The staples 
were firmly imbedded in the lateral aspects of ad- 
jacent vertebral bodies. The postoperative course 
was uneventful. Roentgenograms taken four months 
after the operation showed no change in the degree 
of curvature or in the position of the staples. 
Clinically the scoliosis was definitely improved. Too 
little time has elapsed for evaluation of this pro- 
cedure, but in the authors’ opinion it will provide 
further aid in correction of this deformity. 

H. J. RoSevEAR 


Some Observations on the Natural Behavior of 


ABSTRACTS 


Cancer in Man. Dunphy, J. E., New England 

J. Med. 242:167, 1950. 

This is a provocative and timely consideration of 
the growth characteristics of malignant neoplasms. 
Dunphy takes issue with the generally accepted no- 
tion that cancer grows in a steady and relentless 
manner to its logical conclusion. Although the evi- 
dence is largely circumstantial, he expresses the 
opinion that malignant growths undergo periods of 
spontaneous arrest or regression alternating with 
periods of growth and that this phenomenon is a 
function, in part at least, of local tissue resistance. 

This concept is deserving of wider recognition by 
those who treat cancer, because of its practical ap- 
plications in treatment and in follow-up studies. 

Apparent arrests or regressions of tumors have 
usually been attributed to faulty diagnosis or to 
therapy. Little or no consideration has been paid 
to the possibility of a natural resistance to cancer. 

Dunphy reports the thoroughly documented case 
of a 54-year-old woman with proved inoperable ab- 
dominal carcinomatosis who was subjected ten years 
later to excision of a mass of carcinomatous lymph 
nodes from one groin and who, thirteen years after 
the original inoperable pelvic tumor was discovered, 
is alive and well and apparently free of active 
neoplasm. 

Such spontaneous regression of cancer is prob- 
ably more common than has been thought and in- 
vites a radical revision of the hypothesis that “can- 
cer is a progressive, lawless, autonomous growth 
dependent upon the host only for its blood supply.” 
It implies that some of the factors, exogenous and 
endogenous, that lead to neoplastic change in the 
first place may be essential for the lesion’s progres- 
sion and that the alteration or withdrawal of these 
factors, even in advanced stages of the disease, can 
result in dissolution of the tumor. This concept is 
of the utmost importance, because it allows for a 
natural resistance to neoplastic growth on the 
part of the organism and implies that the total de- 
struction of every cancer cell is not necessarily es- 
sential for five-year or ten-year arrests. 

The development of late recurrences, the regres- 
sion or arrest of tumor in one site while it is pro- 
gressing elsewhere and the occasional explosive 
spread of cancer are arguments, circumstantial to 
be sure, that support this concept of a natural an- 
tagonism of the organism to cancer. It is a well- 
known observation that metastatic lesions may re- 
main dormant for years. The recurrence of cancer 
in a scar many years after the original operation 
excites the imagination concerning the probable 
protective factors that so long imprisoned viable 
eaneer cells and the biologie changes that finally 
set them free. 
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Local tissue metabolism appears to be a potent 
determining factor also, states Dunphy, as is indi- 
cated by the rapid growth of metastatic cancer at 
one site while it remains dormant elsewhere. Tu- 
mors that characteristically metastasize via the 
bloodstream not uncommonly behave in this fash- 
ion. For example, hypernephroma and cancer of 
the thyroid frequently produce large solitary 
metastatic lesions while the original growth re- 
mains clinically undetectable. Furthermore, the 
spleen, although commonly infarcted, rarely har- 
bors metastatic lesions, which indicates that tumor 
cells find it an unfavorable soil for growth. 

Finally, the explosive spread of certain cancers 
after long periods of slow progression or quiescence 
is advanced by Dunphy as the outcome of a sudden 
capitulation of the host’s defenses. 

Metastatic melanomas often behave in this fash- 
ion, remaining quiescent for years after the pri- 
mary excision and then suddenly producing numer- 
ous huge widespread metastases. 

The all-important question is not what makes 
the cells grow so suddenly but what has held them 
in restraint so long. 

The practical application of these observations 
to the actual treatment of cancer can be surmised 
by adding theory to fact. For example, means may 
be discovered of assaying the biologic propensities 
of a given tumor before operation, so that it may 
be possible to select for surgical intervention only 
patients who can be benefited and to withhold sur- 
gical intervention when it will do more harm than 
good, 

Timing the extirpative procedure to coincide 
with periods of relative quiescence in growth may 
become possible via determinations of the growth 
curve. 

At present it behooves the surgeon to assay the 
biologic behavior of every neoplasm, so far as he 
can, from whatever knowledge he can gather from 
history, physical examination and roentgen studies. 

Several points are deserving of emphasis. The 
first is the matter of recurrence—whenever a c¢an- 
cer recurs locally or as a solitary metastasis a year 
or more after an initial operation, reoperation, 
even if it entails a procedure of great magnitude, 
is indicated. The localized recurrence is interpreted 
as a sort of biologie test, suggesting a high degree 
of natural resistance and warranting a second at- 
tempt at extirpation. The longer the period of free- 
dom after which a solitary metastasis appears, the 
more radical one can be in advising reoperation. 
Conversely, in a case of early recurrence it is better 
to observe the course of the lesion for a time, since 
numerous inoperable foci may appear and make 
any surgical approach unwise. 

Second, the huge localized “inoperable” tumor 
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without discoverable metastases indicates, in all 
likelihood, the presence of great natural resistance 
and therefore an excellent prognosis. Under such 
circumstances considerable risk is justifiable. 

The complexities of the situation are intensified 
in the presence of lesions that have spread beyond 
the reach of surgical resection. Even in such cases, 
however, particularly if the lesions are in the gas- 
trointestinal tract, the excellent results of palliative 
resection make the procedures desirable. 

Dunphy concludes his stimulating paper with a 
word of warning concerning the nonsurgical meth- 
ods of treating cancer. He condemns the routine 
use of hormonal or radiation therapy, with or with- 
out operative measures, simply because a lesion 
appears to be unfavorable for operation or because 
it is desired to fortify the advantages gained by 
surgical treatment. 

Conceivably the use of either estrogens or andro- 
gens might activate a lesion that otherwise would 
have remained quiescent. Except in experimental 
studies the use of hormones at present should be 
restricted to established lesions that are obviously 
progressive. Similar arguments can be advanced 
against the routine use of irradiation after radical 
operations. 

THOMAS WILENSKY 


Fibrosarcoma. Heller, E. L., and Sieber, W. K., 
Surgery 27:539-545, 1950. 


The authors report the clinical and pathologic 
features of 60 proved cases of fibrosarcoma col- 
lected over a seventeen-year period at three hos- 
pitals. 

In 9 cases trauma, chronic irritation and pre- 
existing benign lesions were considered as having 
possible etiologic significance. In only 1 case, how- 
ever, was the trauma really significant. The most 
important single factor was the development of a 
fibrosarcoma in a preexisting benign lesion. 

The average survival rate after the appearance of 
symptoms was thirty-one months, and the average 
time from the appearance of symptoms to diagnosis 
was eleven months. Of the 60 patients, 37 were 
followed until they died. Twelve were still alive, 
and no follow-up was available of 11. Only 4 of 
the 12 patients found to be alive lived more than 
three years. Of these, 3 were treated by radical ex- 
cision and one by local excision and roentgen 
therapy. Roentgen therapy alone resulted in no 
cures. 

The authors express the opinion that histologic 
grading cannot be applied to the individual patient 
as a prognostic index, although it does indicate the 
rate of growth. 

M. O. Cantor 
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Armamentarium 


New Storage Apparatus: The Bethlehem Ap- 
paratus Co. of Hellertown, Pennsylvania, an- 
nounces a new apparatus for drying, storing and 
filing samples and specimens in industrial and 
scientific laboratories, and for hospitals, museums 
and other institutions in which material must be 
preserved in a dry atmosphere. The device is 
known as the Bethlehem Dri-Jar. It consists of a 
wide-mouthed glass jar 3 inches in diameter and 7 
inches high, with a serew lid. Rigidly suspended 
from the lid is a series of four metal storage 
shelves. Material can be placed on the shelves un- 
covered, or can be boxed or otherwise separated, 
tabulated and marked for easy identification and 
reference. Each specimen can be seen through the 
glass, and each is available separately without dis- 
turbing the others. On the bottom of the Dri-Jar 
there is space for moisture-absorptive chemicals or 
other desiccating material. This material is not in 
contact with the specimens, and it can be readily 
removed without unpacking the contents. 

These new jars, say the manufacturers, permit 
the storage, classification and preservation of thou- 
sands of items in a limited space. Dri-Jars with one, 
two and three shelves will also be available for 
storage of larger specimens. 


New Protection for Cardiograms: The Trans- 
parent Package Company of Chicago offers seam- 
less transparent cellulose sleeves for the protection 
of cardiograms and encephalograms. The sleeves, 
it is claimed, will not break and can be reused con- 
tinuously. If necessary, notes and information or 
adjustments in charts can be written with a Blais- 
dell pencil on the outside of the sleeve. The manu- 
facturers offer free samples and full particulars 
on request. 


Oxyhemograph: Of interest to the medical pro- 
fession and to pharmacologists and anesthesiolo- 
gists is the announcement by Photocon Research 
Products of the immediate availability of the Oxy- 
hemograph, an instrument that continually records 
the oxygen saturation of the blood. Polio victims, 
blue babies and high altitude flyers are expected to 
benefit through knowledge gained by the use of 
the Oxyhemograph. 

The Oxyhemograph is said to be useful in studies 
of all conditions that may be related to anoxemia 
and anoxia, such as edema or consolidation of the 
lungs, hydrothorax or pneumothorax, reduced ab- 
sorption of oxygen due to decreased atmospheric 
pressure, congenital anomalies of the heart and 
blood vessels, paralysis of the respiratory muscles, 
and cardiac insufficiency and shock. According to 


Photocon, it makes possible the study of varied 
problems in physiology, medicine and aviation re- 
search. 

The complete instrument consists of an ear unit, 
a stable breaker type direct-current amplifier, a 
voltage-regulated power supply and a_ recording 
milliameter. Light from a lamp in the ear unit is 
transmitted through the ear and strikes a photo- 
cell, which in turn generates an electrie signal. This 
signal is amplified by a breaker type amplifier to 
actuate a recording milliameter. The position of 
the pointer on the recorder is indicative of the per 
cent of oxygen saturation of the blood under the 
prevailing conditions. (Oxygen saturation for a 
normal human patient breathing room air is ap- 
proximately 95 per cent.) The photocell in the ear 
unit and the electrical control circuits are con- 
structed in such a manner that volume variations 
in blood are canceled, leaving only the changes due 
to a shift in the degree of oxygenation of the blood. 

The power input of the Oxyhemograph is 120 
watts, 115 volts, A.C., 60 eveles. The unit measures 
15 by 16 inches and is 53 inches high. Its full 
weight is 140 pounds. Further data may be obtained 
from Photocon Research Products, 1062 North 
Allen Avenue, Pasadena 7, California. 


Tablet for Laxation: Choducell Tablet is a new 
combination of methylcellulose and cholie acid- 
Maltbie. The nonirritating and nonantigeni¢e hydro- 
philie colloid, it is claimed, promotes normal peri- 
stalsis by conversion of the particles to a bland 
lubricating bulk in the colon. The addition of small 
amounts of cholic acid-Maltbie gently stimulates 
bile flow, which enhances the physiologie stimula- 
tion of intestinal motility. Each Choducell tablet 
contains methylcellulose, 0.5 Gm., and pure cholic 
acid-Maltbie, 0.04 Gm. The tablets are supplied by 
Maltbie Laboratories, Ine., in lots of 100, 500 and 
1,000 Gm. 


Operative Thimble and Leader: Under the 
supervision and direction of Prof. A. Pea (Chair 
of Urology, Madrid, Spain) the French instrument 
maker A. Guerin, 27 Rue St. Sulpice, manufactures 
a thimble and leader extremely useful for trans- 
renal pielostomy (nephrostomy), ureterosigmoid- 
ostomy, and neoureterocystostomy. The conductor 
is easily adaptable to varying anatomic conditions, 
both normal and pathologic. It carries any size of 
automatic retention drain (Malecot, Pezzer, Foley, 
Cummings, ete.) with little trauma or bleeding of 
the structures (kidney, intestinal or vesical wall). 
Bilateral ureterosigmoidostomy may be accom- 
plished in thirty to forty-five minutes. 
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In Memoriam 


ALBERT A. BERG 
M.D., F.I.C.S. 

In the death of Dr. Albert A. Berg, who passed 
away on the morning of July 1, 1950, at the age 
of 77, the International College of Surgeons has 
lost an honored member of long standing and the 
world at large a philanthropist and humanitarian 
of memorable stature. Dr. Berg was a past presi- 
dent of the International College of Surgeons 
and active in many other groups. He died 
at Mount Sinai Hospital in New York, the insti- 
tution he had served for nearly half a century. 
In 1944 Mount Sinai was permanently enriched 
by his gift of funds for the construction of a re- 
search laboratory. 

A graduate of the College of Physicians and 
Surgeons at Columbia University, Dr. Berg dedi- 
cated the greater part of his long and distinguished 
career as a surgeon to his native city, New York. 
His services were given not only to Mount Sinai 
but to the Beth David Hospital, the Bronx Hos- 
pital, the Montefiore Hospital for Chronie Dis- 
eases, Sydenham Hospital and Beth Moses Hos- 
pital of Brooklyn. He was consulting surgeon to 
the Hebrew Orphan Asylum; the Hebrew Shelter- 
ing Orphan Asylum; the Miriam Barnet Hospital, 
Paterson, New Jersey; Monmouth Memorial Hos- 
pital, Long Branch, New Jersey, and St. Joseph’s 
Hospital, Far Rockaway. 

As a lifelong collector of rare books and manu- 
seripts, Dr. Berg made several magnificent gifts 
to the New York Public Library, of which he was 
a trustee. 

A pioneer in the field of abdominal surgery, Dr. 
Berg made important contributions to the develop- 
ment of radical surgical treatment of gastrie and 
duodenal ulcer. He served as a National Regent 
of Surgery and was a member of the New York 
Academy of Medicine, the American Gastro- 
Enterological Association and bibliophilic 
organizations. 

The career of a doctor distinguished not only for 
professional but for humanitarian enterprises is 
always an inspiration. Dr. Berg’s great personal 
generosity to the causes he believed in adds still 
further luster to his name. He was not married, 
but is survived by two sisters, Mrs. Samuel D. 
Levy and Mrs. Delia Warschauer, both of New 
York. The heartfelt sympathy of the College goes 
out not only to them but to the thousands who will 
mourn the loss of a true and faithful friend. 


FREDERICK M. DOUGLASS 
M.D., F.A.C.S., F.1.C.S. 

The month of July 1950 was also saddened by 
the untimely death of Dr. Frederick M. Douglass 
of Toledo, Ohio, at the age of 57. Dr. Douglass, a 
Past President of the United States Chapter of 
the International College of Surgeons, a Fellow 
of long standing and a true pillar of the organi- 
zation and the principles for which it stands, was 
still at the peak of his preeminently valuable c¢a- 
reer. Greatly beloved by those who knew him well, 
honored and respected by all, he leaves with us the 
memory of a man well skilled in healing and a 
surgeon dedicated to the service of humanity from 
beginning to end. 

Dr. Douglass was an Ohioan by birth and a 
graduate of the School of Medicine of Toledo 
University. He served on the surgical staffs of 
St. Vincent’s Hospital (as Director of Surgery), 
Toledo Hospital, Riverside Hospital, Mercy Hos- 
pital and Flower Hospital. Teaching occupied 
much of his working time and attention. He also 
published many significant contributions his 
field and was collecting material for a book on 
the philosophic aspects of medicine and surgery, 
a topic that interested him deeply. A strong be- 
liever in the humanitarian side of professional 
service, he felt that such a book would not only 
serve as his own testamentum vitae but perhaps 
inspire younger surgeons to take due thought of 
human values in an age of specialization. 

Cooperative work was important to Dr. Doug- 
lass. In addition to his Fellowship in the Interna- 
tional College of Surgeons, he was a member of 
the American Association of Obstetricians, Gyne- 
cologists and Abdominal Surgeons; of the Toledo 
and Lueas County and the Ohio State Medieal As- 
sociation, the American Medical Association and 
the American College of Surgeons. At his death it 
was said of him that he “lived as an heir of the 
Past and a steward of the Future, and died with- 
out repenting the love of mankind that kept him 
gloriously active, gloriously objective, gloriously 
useful.” 

It is the hope of the International College of 
Surgeons, which Dr. Douglass served so long and 
so devotedly, that this tribute and the many others 
received will help to comfort and cheer those be- 
reaved by his passing. To them and to all who 
have cause to mourn this loss, the warmest sym- 
pathy and condolences are extended. 
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